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WHY BE A MEMBER? 


Dr. D. A. Rochester of the University of Nebraska has the following to say about mem- 
bership in professional societies: 


“I do not recall that I have ever known a person who has stood high in his business or 
profession who has not actively affiliated himself with organizations, attended meetings and 
read magazines concerned with his affairs. These seem to be the ways in which people keep 
up to date and alert to the new things which are going on. I should dislike to entrust myself 
or a member of my family to the care of a physician who does not belong to medical associa- 
tions, who does not read professional journals, nor go to professional meetings. I would equally 
dislike to think that my child is being taught by a teacher who has not sufficient interest in 
her work to secure the information and the inspiration which come from such activities.”— 
The ATAE News, Aug. 1946. 


Clearing House of Scientific Progress 


his is virtually what the Saunders Representative provides for you when he calls—So see him! Through a 
Wide choice of Saunders Books on medicine, surgery and the specialties, he offers you a “clearing house” 
Ohthe new things you must be familiar with—know.how to use—in order to give your patients the best that 
four profession can provide. More than that, he will gladly help you in every way possible—evaluate your 
Present library, point out how this or that book will prove especially useful, tell you what books other doctors 
@e finding valuable, and why. In a number of ways he can serve you and to do so, he needs but a few 


Minutes of your time. 


Beehim, doctor, the next time he calls at your office. He will appreciate your courtesy—not abuse it. He, 
9) is a very busy man, and two busy men together can accomplish much in a very short time. 


W. B. SAUNDERS COMPANY West Washington Square, Phila. 5 


= 


Ss 
— 


TON CHEMICAL C 


ll 


= \" experience =a 
=), A | 
proves experien® seis bit 2 mio 7} 
contains —— | 
pe cold 1006 pined milk- yessens 
\ D Pr Pat COTE | 
| \\ CREOSY 


ttt: 


the lower back and 
posterior muscles 


(Illustration from “Therapeutic 


@ The technique illustrated utilizes three layers ik r D C A 0 S S 


of “ZO”* Adhesive Tape. The first layer of long 


Uses of Adhesive Plaster” published by Johnson & Johnson) 


strips of 2” tape begins about three inches above 0 

the knee and ends on the opposite side of the . 

back, at the level of the twelfth thoracic verte- A D H E S | V E TA P E 
bra. The second layer (lower illustration) con- ORDER FROM YOUR DEALER 


sists of short crossing strips. The third layer 
(not shown) is applied like the first layer. ( 


*Trademark of Johnson & Johnson 
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NEW BOOKS DIAGNOSIS TREATMENT 


Alpers —CLINICAL NEUROLOGY 


A concise, detailed account of all the neurological 
con itions to be encountered in practice with prac- 
tical and proven therapeutic measures. 

BERNARD J. ares, M.D., Professor of Neurology, Jefferson Medi- 
— ladeiphia. 808 Pages, 232 Illustrations, 58 Tables, 


Loewenberg—MEDICAL DIAG- 
NOSIS and SYMPTOMATOLOGY 


A medical diagnosis from the standpoint of the gen- 
eral practitioner and “the person affected .by an 
illness rather than the illness affecting a person.” 
SAMUEL A, LOEWENBERG, M.D., Clinical Professor of Medicine, 


Medical Philadelphia. Edition, 517 Mlustra- 
, 27 Color Plates, 1200 Pages, $12.00. 


Taber—CYCLOPEDIC MEDICAL 
DICTIONARY 


This work is as much a dictionary of medical sub- 
jects as it is a comprehensive medical lexicon. An 
epitome of medical, surgical and nursing literature. 
CLARENCE WILBUR TABER, Medical Author and Editor, and Fifteen 

Pages, 273 Illustrations, Double 


iates. Fourth Edition, 1500 
Thumb-Indexed, $3.50. 


‘McCrea—CLINICAL UROLOGY 


Readily available diagnostic and treatment facilities 

are so emphasized and organized in this new and 

original book as to be of immediate aid. 

LOWRAIN E: McCREA, M.D., F.A.C.S., F.I.C.S., Associate Professor 
Medical School. 


of Urology, Temple Unive 397 Pages, 224 
Wustrations, 7 in Color, $5. 


McPheeters & Anderson—INJEC- 
TION TREATMENT of VARICOSE 
VEINS and HEMORRHOIDS 


A practical book written especially for the general 
practitioner. Every detail of the Injection Method of 
treating varicose veins and hemorrhoids is discussed. 


H. O. McPHEETERS, M.D., F.A.C.S., formerly Director of the Vari- 
cose Veins and Ulcer Clinic, Minneapolis neral Hospital, and 
JAMES KERR ANDERSON, M.D., F.A.C.S., Instructor in Surgery, 
University of Minnesota, School of Medicine. Third Edition, 86 Illus- 
trations, 335 Pages, $5.00. 


Pillmore—CLINICAL RADIOLOGY 


\ comprehensive and definitive x-ray diagnosis. 
The 2484 IIustrations—painstakingly selected, en- 
graved and printed—reproduce all the diagnostic 
features of the original films. 


Edited by CAPTAIN GEORGE U. PILLMORE, MC(s) USNR, May 
Rediologist to the U. S. Naval Hospital, Philadelphia. and 59 Ame 

can Authorities. Two volumes (8'/4x107%), 1500 Pages, 2484 ilies: 
trations, $45.00. 


Murphy—DIAGNOSIS and TREAT- 
MENT OF ACUTE MEDICAL 
DISORDERS 


The most effective treatment of every acute dis- 
order—just what to do, what to use and how to do 
it—on the spot. Carefully selected methods of diag- 
nostic and therapeutic procedures. 

FRANCIS D. MURPHY, M.D., F.A.C.P., Professor and Head of the 


Department of Medicine, Marquette University Schoo! of Medicine. 
Second Edition, 560 Pages, 27 Illustrations, $6.50. 


Thorek—THE FACE IN HEALTH 
AND DISEASE 


The signs and obscure indicatioris shown in the face 
which enabled the family doctor, almost intuitively, 
to “tell by looking at him” what was wrong with 
his patient. 

MAX THOREK, M.D., Surgeon-in-Chief, American Hospital, Chicago. 
788 Pages, 636 Illustrations, 8 in Colors, $8.00. 


Judovich & Bates—SEGMENTAL 
NEURALGIA IN PAINFUL SYN- 
DROMES 


Common painful conditions are discussed, not from 
the viewpoint of theory or pathways involved, but 
for the practical purpose of diagnosis and treatment 
which is detailed. 

BERNARD JUDOVICH, B.S., M.D., Instructor in Neurology, Graduate 
School of Medicine, University of Pennsylvania, and WILLIAM 
BATES, B.S., M.D., F.A.C.S., F.I.C.S., Professor of Surgery, Grod- 
wate School of Medicine, University of Pennsy d Edi- 
tion, 360 Pages, 178 Illustrations, $5.00. 


Reimann—TREATMENT IN GEN- 
ERAL MEDICINE 


A work which goes far beyond the ordinary book 
on treatment . . . giving “real-life’’ demonstrations 
of successful methods in every field of practice. 34 
leaders have collaborated to produce this compre- 
hensive therapeutic guide. Especially valuable for 
its discussions of all the new aids in treatment. 

Edited by Hobart A. Reimann, M.D., Magee Professor of Practice 
of Medicine and Clinical Medicine, Jefferson Medical College, Phila- 
delphia, and THIRTY-THREE AMERICAN AUTHORITIES. Third Edi- 


tion, Four Large Volumes and Index, 3,154 Pages, 310 Illustrations. 
20 Color Plates. $40.00. 


DAVIS COMPANY 


1914 Cherry Street, Philadelphia 3 


In Canada: The Ryerson Press, Toronto 
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Fear, anger, anxiety may be the result 
of an external attack—or it may be ‘he 
outcome of a state of mind. Each iian 
has within him forces of self-dest) .c- 
tion. This internal danger is no les: a 
source of fear than an outside danier. 
The mind has certain typical method. of 
meeting apparent danger, avoiding 
pleasant situations, and solving perp: x- 
ing problems. 


Photograph by Underwood & Underwood 


Often the mind, unable to face conflict, utilizes the body as an avenue 
of escape. 


f beat the dilemma is presented to the world as physical illness or disability. You, 
in your practice, encounter many patients who take such a way out, from the neuro- 
tic to the person on the verge of mental illness. It is generally understood that 
every practitioner should be aware of the background of such problems, prevent 
them, and if they may be managed in his office, cure them. 


We have several books of proven worth to offer you, books that are exceptionally 
enlightening. A Handbook of Elementary Psychobiology and Psychiatry by Dr. Ed- 
ward G. Billings outlines the problems involved in disorders of personality functioning. 
It is small enough to be carried around in your pocket. 


Psychotherapy in Medical Practice by Dr. Maurice Levine is written for the genera! 
practitioner. It gives a real insight into the problems encountered in clinical practice 
which are of a psychosomatic nature. The methods advocated enable the physician 
who is not a psychiatrist to recognize minor psychiatric disturbances which may be 
managed in his own office. 


Public Health Problem No. 4—alcoholism—is treated in Alcohol, One Man’s Meat, by 
Dr. Strecker and Francis Chambers. The collaborators, very successful in treating 
chronic alcoholics, describe motives and modes of drinking excessively, and methods 
of rehabilitation. They also point to the danger signs of potential alcoholism since 
prevention in this instance is infinitely better than cure. 


Know thyself, is the first step toward improvement. You will like to know about 
two books which are written for the layman, and which you may safely recommend 
to your patients, Discovering Ourselves: A View of the Human Mind and How It 
Works, by Drs. Strecker and Appel, explores the human emotions, and their devious 
ways of expressing themselves in our everyday behavior. It points to the danger sig- 
nals that warn of the approach of mental disorder. If your patients have symptoms 
that cannot be explained by organic causes, Managing Your Mind: You Can Change 
Human Nature, will help them understand their condition, and show them what to do 
about it. Written by Dr. Kraines and E. 8S. Thetford, it is such fascinating reading 
that it has a large public who find it good medicine against the “aches of civilization.” 


MACMILLAN new y. 
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coo), Fe — Fe"+2C, 


: STABILIZED TO STAY AGREEABLE 
FOR HYPOCHROMIC 


FERGON, by its chemical nature, is inherently agreeable iron. Only 
slightly ionized, free of precipitating action on proteins,' ferrous gluconate 
is non-astringent, non-irritating, essentially free from gastro-intestinal 


distress. 


Stabilization, by Stearns’ special process, “holds” Fergon in the ferrous 


state — proved to be better tolerated and “distinctly superior” for humans.? 


FERGON is particularly valuable in patients who are upset by other 
forms of iron... is so well tolerated that it may—and should—be taken 


in the fasting state, for optimum absorption.> 


AVERAGE DOSE for adults is three to six 5 gr. tablets or four to eight 


teaspoonfuls of elixir daily; for children, one to four 2% gr. tablets or 
ox 0325 Gm. gr.) 
tablets, bottles of 100, 500 and 1000; 
0.163 Gm. (2% gr.) tablets, bottles of 
100; 5% elixir, bottles of 6 ond 16 fl. oz. 


one to four teaspoonfuls of elixir daily. 


Trial Supply Upon Request 
Trode-Mork Fergon Reg. U. S. Pat. Off. 
DETROIT 31, MICHIGAN New York Konsos City Son Francisco 

Windsor, Ontario Sydney, Australia Auckland, New Zealand 


1, Reznikoff and Goebel: J. Clin. Investigation 16:547, 1937. 
2. Editorial J.A.M.A. 127:1056, 1945, 
3. Thompset: Biochem. J. 34:959, 1940. 
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HADEN’S PRINCIPLES 
OF HEMATOLOGY 


With 106 Mlustrative Cases 


By RUSSELL L. HADEN, M.A.. M.D. 


Chief of Medical Division of the Cleveland 
Clinic, Cleveland, Ohio 


New (3d) edition, thoroughly revised. Published 1946. 
Octavo, 366 pages, with 171 illustrations including 173 
original photomicrographs and 95 original charts and 


drawings. Cloth. $5.00. 


This work simplifies the study of blood disorders, 
clarifying the fundamental changes in normal 
physiology. Technical methods for all the practical 
procedures in hematology are described in detail. 
The book is a simple and valuable introduction to 
hematology for students and physicians. The illustra- 
tions are excellent. The technic of blood examina- 
tion, the clinical features of blood dyscrasias, and 
finally the treatment are all well integrated. The 
mechanized diagrams are most ingenious. The work 
is a safe and authoritative guide. 


LEVINSON AND MacFATE’S 
CLINICAL LABORATORY 
DIAGNOSIS 


By SAMUEL A. LEVINSON, M.D., Ph.D. 
Director of Laboratories, 


and ROBERT P. MacFATE, Ch.E., M.S., Ph.D. 
Assistant Director of Laboratories, 
University of Illinois, College of Medicine 


New (3d) edition, thoroughly revised. Published 194» 
Octavo, 971 pages, illustrated with 192 engravings ani 
15 pages, 7 in color. Cloth. $10.00 


Comprehensiveness and clarity are the outstand 
ing characteristics of this successful work. It is a 
ideal manual for technicians and clinical pathologis: 
and a quick reference book for practitioners, It 
value lies not only in the number of facts which i 
presents and in its clear description of tests, but als 
in its format that opens each chapter with a bric 
but highly instructive introduction into the physi 
ology and clinical pathology of the organ or functior 
under discussion. 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 


Physicians’ Drug & Supply Company 
408 North Third Street 
Philadelphia 23, Pa. 


Please send your current bulletin to 
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NEW PERFORMANCES 
WITH YOUR OLD MACHINE 
Long years of usage gradually de- 


plete the emitting characteristics of 
electron tubes. 


It is often quite amazing to note 
the extent of increased output and 
improved control which a new set 
of tubes will create. 


Your surgical supply house or elec- 
tronic parts distributor can prompt- 
ly supply UNITED diathermy tubes 
for practically every type of short 
wave machine. 


= ———— 
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COMPANY 
NEWARK 2 NEW JERSEY 


Journal 
November, 1946 


6 
DRUG AND. a 
Prompt Service Highest Quality, 
| PHYSICIANS’ DRUG & SUPPLY COMPAN ti 
4 Mant USA 
=. 
| — 


journal A.O.A. 
or mber, 1946 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


HIGH BLOOD PLEASURE 


N°: this isn’t a misprint. It’s what a friend of ours 

actually said when we were explaining the vir- 
tues of our Tycos Aneroid Sphygmomanometer. And 
maybe he’s right to this extent—it’s a lot more fun 
taking blood pressure readings with a sphyg that’s as 
accurate and easy to use as a Tycos 


The Tycos is instantly accurate in any position. 
any where—whether patient is in bed or sitting up. 
And the pointer automatically verifies its accuracy. 
You know your readings are right on the button 
when the pointer returns within zero. 


The Tycos 


Aneroid 


MEAN A 


Instruments 


CCURACY FIRST 


The Tycos is easy to use —thanks to the Hook- 
Type Cuff with its 16 different adjustments, Fits any 
size arm in a jiffy. Just circle the arm once, hook the 
cuff, and it’s on! No winding or ballooning. Mano- 
meter fastens permanently to cuff preventing drop- 
ping and assuring that dial is always in correct, easy- 
to-read position. 

The Tycos is portable. Comes in compact, pliable 
leather carrying case. Ask to see the Tycos at your 
surgical supply dealer's today. With 10 year triple 
guarantee, only $32.50. Taylor Instrument Com- 
panies. Rochester. \N. Y.. and Toronto, Canada. 


The Binoc 
Clinical 


4 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


20 CALORIES 
OZ.(APPROX.) 


Bee MILK 
EPr Ri 


ADDITION 
PHOSPHaT 


No advertising or feeding directions, except to physicians. For feed- 


ing directions and prescription pads, send your professional blank to 


Nestlé’s Milk 


Products, Inc. 
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LACTOGEN + WATER = FORMULA 
Successful in Infant Nutrition 
uccesstTui In intan UTriTiOoOn 

:  DEXTROGEN + WATER = FORMULA 

FLUID OUNCE OUNCES 22 FLUID OUNCES 
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Growing Evidence...of the Successful Use 
of Androgens in Angina Pectoris 


In the past few years a growing group of 
clinicians has been reporting gratifying 
results in the treatment of anginal patients 
with the androgen, testosterone propio- 
nate. Resu!ts have been noted after 6 to § 
weeks therapy. 


Findings reported . . . 
Exercise and emotional tolerance im- 
proved.! 


Beneficial effects persisting 2 to 13 
months.?- 


. . . and in addition literature indicates 
intermittent claudication diminished or 
abolished, improvement in Buerger’s dis- 
ease, peripheral blood supply improved‘, 
vasodilatation effect on coronary vessels’. 


The massing of favorable reports in 
this experimental indication warrants con- 
sideration and use of testosterone propio- 
nate in anginal syndrome. 


PERANDREN... 


BIBLIOGRAPHY MOST POTENT ANDROGEN 


(1) Walker, T. C.: Jl. Clin. Endocri- 
nol., 1942, ii, 560-568. Available ... 
(2) Lesser, M. A.: New England JL ss 
Med., 1942, cexxvi, 51-54. Ampuls I cc containing 5 mg. 
(3) Lesser, M. A.: New England JL Ampuls I cc containing 10 mg. 
Med., 1943, ccxxviii, 185-188. Ampuls | cc containing 25 mg. 


(4) Edward, E. A., et al: New Eng- 
land Jl. Med., 1939, ccxx, 865. Perandren—Trade Mark Reg. U. S. Pat. Off. 
Denotes Ciba’s Testosterone Propionate. 
(5) Bonnell, R. W., et al: Ohio State 
Med. Ji., 1941, xxxvii, 554. 


@ cisa PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
In Canada: Ciba Company Ltd., Montreal 
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clinical approval ecause it as 
and controlled bore ot 


S. H. CAMP AND COMPANY «e Jackson, Michigan 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York * Chicago * Windsor, Ontario * London, England 
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_ back without compression. Obste- 
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X-ray Mobile Unit 


|| forthe Office 


+ 
Or LIINIC 


KELEKET 
KY 
MOBILE 


ADEQUATE POWER for a wide range of radio- from falling. Other safety features prevent 


graphic and fluoroscopic procedures having damage to tube and electrical circuits. Shock- 
the scope of larger apparatus. proof and ray-proof. 

Easy to adjust for any position. Exclusive Occupies only 27” x 38” of floor space. Saves 
Telescopic Carriage with stereoscopic shift installation—plugs into any electrical outlet. 
affords complete flexibility in use. Easy mobility allows its use with any office table. 

Generous vertical travel of 51% inches. Ask the KELEKET representative in your city 

A special safety device prevents tubehead for Bulletin 111 or write to us direct. 


‘ke le kee Manutacturing ba 


NELENET-THE FINEST TRADITION (WV X-RAY «23111 WEST FOURTH ST., COVINGTON, KY. 
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*Margolis, H. M.: Diagnosis and Treatment _ 
of Arthritis and Allied Disorders, New York, _ 
59, 


Virtually all recently published reports dealing 
with the treatment of arthritis stress the therapevtic 
value of all the essential vitamins in the manace- 
ment of arthritic patients. 


Many investigators have reported 
beneficial results from the use of 
massive dosage of vitamin D in 
VY rheumatic disorders. In practically 
all of these reports, however, the 
need for adequate amounts of «il 
the essential vitamins is stressed. 


The need for large amounts of vita- 
min A by arthritic patients is based 
on the observation that arthritics 
UV. require from 4 to 10 times the 
quantity of vitamin A usually in- 
gested in the average diet, hence 
the frequent occurrence of vitamin A deficiency 
symptoms in arthritic patients. 


Each Capsule Contains: 
Vitamin D (Irradiated Ergosterol). . . 50,000 U.S.P. Units 
Vitamin A (Fish-Liver 5,000 U.S.P. Units 


Ascorbic 


Mixed Natural Tocopherols. 3.4 m 
(Equivalent in biological activity to 3 mg. of Alpha 


SA 
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: 
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evidence 
nutritional abnormalities...” 


Thiamine, Riboflavin, Pyridox- Beneficial results have been 


ine, Calcium Pantothenate. obtained with vitamin E when 
That relatively large amounts fibrositis complicates the 
of the B complex vitamins are UV. arthritic involvement. Since 
required in the treatment of involvement of the soft tissue 
chronic arthritis has been re- ‘ is almost the rule in arthritis, 
ported by maay rheumatologists. Character- vitamin E finds a rightful place in the manage- 
istic B complex deficiency symptoms frequent- ment of these patients. Vitamin E is known 
ly encountered in arthritic patients not only to be involved in the metabolism of skeletal 
unfavorably affect the course of the arthritic muscle. 
process, but also add to the discomfort typical 
of the syndrome. ® 


DARTHRONOL 


In patients with chronic 


=" the sequisemess of Darthronol presents—in one capsule and 
vitamin C is greatly in- 


UV in correlated indicated potencies—these 
creased. Abnormally low 

tevels of C have nine vitamins which many investigators 

been observed frequently in assert play an important role in the man- 

arthritic patients. agement of the arthritic patient. 


Complete bibliography sent on request 


J.B. ROERIG & COMPANY 


536 Leke Shore Drive Chicago 11, Illinois 


for the Arthritie 


RTI 4 RO N L 
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Toward a Better orld 


ELECTRONIC SUPER-CALCULATOR: This new ro- 
bot, in five minutes, can do over ten thou- 
sand additions or subtractions of numbers 
with ten digits. It takes 1/38th of a second 
to give a nine-digit result in division or 
square root. Developed to speed intricate 
Army Ordnance calculations, its peacetime 
uses are self-evident . . . a phenomenal ad- 
vance toward an easier, brighter tomorrow. 


ZZ 


VN 


In sociological betterment, too, progress is being made, through Lanteen Medical Laboratories’ promotion 
of Lanteen products. These leaders in their field are produced under the most rigid scientific standards. 


Proper placement of the Lanteen Flat Spring Diaphragm is extremely 
simple. Patients require only brief instruction. Collapsible in one 
plane only, if the entering rim of the diaphragm becomes lodged against 
the cervix, the other rim cannot be forced into the pubic arch, 
when the largest comfortable size is used. No inserter required. 
Offered only to the medical profession . . . solely through 
ethical sources. Complete package available to 
physicians upon request. 
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LANTEEN MEDICAL LABORATORIES, INC * CHICAGO 10 
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LINICALLY effective penicillin blood levels are 
C readily produced and maintained for 24 hours 
by a single 1 cc. (300,000 units) intramuscular in- 
jection of Penicillin-C.S.C. Romansky Type. Thus 
the inconvenience of multiple daily injections is over- 
come, and the need for hospitalization is frequently 
obviated, since one visit daily by the physician suffices. 

The relatively high penicillin blood levels produced 
by Penicillin-C.S.C. Romansky Type make this 
preparation applicable not only in the treatment of 
gonorrhea, but also in all other infectious diseases 
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and effective blood levels for 


due to penicillin-sensitive organisms, except when 
unusually high doses are required, as in subacute 
bacterial endocarditis, or when specific adminis- 
tration is indicated, such as intrathecal injection in 
meningitis. 

The vial may be immersed in boiling water for 
rapid liquefaction of the contents with no danger of 
destruction of the contained penicillin, Available in 
10 cc.-size serum-type vials, each cc. containing 
300,000 units of Penicillin-C.S.C. Crystalline Potas- 
sium Salt in a peanut oil-beeswax mixture. 


(.8.C. PHARMACEUTICALS 


A DIVISION OF 
(OMMERCIAL SOLVENTS (ORPORATION 


Terre Haute PcSc) Indiana, U.S.A. 
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steroid therapy arthritis 


(4 findings of various investigators indicate that beneficial effects 
of Ertron—Steroid Complex, Whittier—are due to its systemic action. Under the 
regime of steroid therapy in arthritis as provided by Ertron, clinicians frequently 
observe in patients such subjective and objective responses as: 

¢ Recession of pain 

* Diminution of soft-tissue swelling 

¢ Increased motility of the affected joints 

¢ Improvement of function and resistance to fatigue 

¢ A distinct feeling of well-being 

The arthritic is enabled to increase his daily activities or to better withstand the 
surgical procedures of orthopedic restoration. . 

Laboratory studies over a five year period prove that Ertron—Steroid Complex, 
Whittier—contains a number of hitherto unrecognized components which are 
members of the steroid group. The isolation and identification of these substances _ 
in pure form establish the chemical uniqueness and steroid complex characteristics 
of Ertron. Each capsule of Ertron contains 5 milligrams of activation-products, biolog- 
ically standardized to an antirachitic activity of fifty thousand U.S.P. Units. 

Physician control of the arthritic patient is essential for optimum results. Ertron 
is available only upon the prescription of a physician. 


ETHICALLY PROMOTED—Frtron is the registered trade- 
mark of Nutrition Research Laboratories. Supplied in 
bottles of 50, 100 and 500 capsules. Parenteral for 
supplementary intramuscular injection. 


NUTRITION RESEARCH LABORATORIES + CHICAGO 


> 
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OSTEOPATHY: ? 


9 


@ “X-ray paper has been approved in use by many osteopaths, and re- 


ported completely satisfactory for many radiographic requirements.” 

An eyer-increasing number of osteopaths are using Powers X-Ray Paper 
because of its economy and proved diagnostic quality. During the past 
13 years, 4,500,000 chest x-rays were taken satisfactorily on x-ray paper. 

Osteopaths have discovered that the markedly low cost of x-ray paper 
enables them to take more x-rays without additional expense. And they 
have discovered, too, that the radiographs produced on x-ray paper are 
entirely suitable for general use in the osteopathic profession. Powers 
X-Ray Paper may be used with any standard ray equipment, requiring 
only minor changes in technique. 

Powers X-Ray Paper may now be obtained in standard cut sheet sizes 
at regular x-ray supply houses. If you want further details we will be glad 
to send them to you. Simply write to 


“POWERS X-RAY PRODUCTS, I 


4 
answers to this question, given by 


SACROILIAC SYNDROME—DOW NING 
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In hypochromic anemias, the reticulo-endo-— 
thelial system often must furnish more than 
one trillion erythrocytes each day! And, since 
a combination of B Vitamins, plus Liver, plus 
Iron is more effective than any one or two of 
these used alone, an increasing number of 
physicians are prescribing Endoglobin tab- 
lets for hematinic and regenerative therapy. 
Endoglobin obviates the necessity for mul- 
tiple prescriptions, and is convenient and 
inexpensive for the patient. 


. Each Endoglobin* tablet contains: 
Liver Residue (secondary fraction 50:1 
derived from 10 Gm. fresh liver) 
Ferrous Sulfate Exsiccated U.S.P............. 
Thiamine Hydrochloride 
- Riboflavin 
Niacin 


Also available, Endoglobin-C tablets containing, in 


* Reg. U. S. Pat. Off. 
addition, 50 mg. ascorbic acid per tablet. 


Supplied on prescription in bottles of 100 tablets. 


ENDO PRODUCTS INC. RICHMOND HILL 18, N.Y. ENDO) 
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| of a conventional-type diap 


No. 1 Unretouched photomicrograph of the 


dome (enlarged 10 diameters) and the rim (inset) 


No, 2 Unretouched photomicrograph of the 


dome (enlarged 10 diameters) and the rim (inset) 


gualily since (B83 


The discerning eye of the micro- 
scope reveals notable advan- 
tages of the “RAMSES”* Fiexi- 
ble Cushioned Diaphragm. 
Only the “RAMSES” has the 
patented rim construction which 
provides both a wide, unin- 
dented area of contact with the 
vaginal walls. and a cushion 


of soft rubber to buffer spring 


pressure. 
The pure gum rubber used in 


the dome is prepared by an ex- 


clusive process which imparts 
lightness, strength, velvet 
smoothness, and long life. 


ACCEPTED” 


FLEXIBLE CUSHIONED 


DIAPHRAGM 


Manufactured in gradations of 
5 millimeters in sizes ranging 
from 50 to 95 millimeters, inclu- 


gynecological division 


JULIUS SCHMID, INC. 


423 West 55th St.. New York 19, N. Y. 
*The word “RAMSES” is a registered trade- 


: mark of Julius Schmid, Inc. 


sive. Available through all rec- 
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IncENrous mounting of the tube-head in the Profexray 
Combination Unit provides a highly flexible arrangement 
. .. not only for routine fluoroscopy, but also for radi- 
ography in any desired position. 

This seemingly simple apparatus has been skillfully 
engineered. Used in many hospitals and thousands of offices, 
it has rendered satisfactory service in fluoroscopy and in 
exposing films of the skull, sinuses, jaws, teeth, chest, spine, 
pelvis, extremities, and articulations. 

The unit is priced at an attractively low figure. 


PROFEXRAY 


Shockproof, self-contained, 
sturdy and durable, the Prof- 
exray Unit requires no aerial 
or other special wiring; it 
operates on 115-120 volt, 50- 
60 cycle A.C. current. Write 
for a demonstration. 


(F.0.B. Chicago) 
Patterson B 12 x 16 
Fluoroscopic Screen, 

$72 extra 


A new technic chart is avail- 
able to all users of Profexray 
equipment. Ask for your copy. 


pment Co. 
615 So. Peoria St., Chicago 7, Illinois 


Gentlemen: Please have your representative arrange for an office demonstration 
of Profexray Equipment, without obligation on my part. 


J.A.O.A. 11-46 


615 SOUTH PEORIA STREET, CHICAGO 7; ILLINOIS 
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OOKLYN1,N.Y. 


A palatable, enzymatic 

hydrolysate of food yeast, 

containing all the essential Amino — 

Acids in acceptable proportions, 

plus the natural B Complex 

factors as found in yeast, and fortified 

with Thiamine, Riboflavin, Niacinamide 

and Vitamin C. Supplied in 6 oz. bottles. 
and On request. 
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DEAD AND 
NOT-S0O- DEAD 
FALLACIES 
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For several generations, persons with burns thought Equally unscientific is the belief of many modern folk 

that they were getting effective treatment if they held that it is not safe to leave food in open cans. Actually, 

the injured part before a fire. This was supposed “‘to according to the U. S. Department of Agriculture, the 

draw out the inflammation.” food is just as safe in open cans—when kept cool and 
covered. 


AMERICAN CAN COMPANY 


NEW YORK CHICAGO SAN FRANCISCO 


NO OTHER CONTAINER PROTECTS LIKE THE CAN 
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“general muscular stimulation ... acceleration of 
metabolism ... vasomotor stimulation’’* 


*Kovacs, R.: Electrotherapy and 
Therapy, 1942, p. 153. —_ 


HY DROGALVANIC 
THERAPY 


in Arthritis, Rheumatism, Neuritis, Sciatica, Peripheral Nerve In- 
juries, and allied conditions. Valuable in Functional Rehabilitation. 


The. New TECA 
Two Circuit Units 


provide effective, safe, flexible, convenient hydrogalvanic therapy. 


© TANK TREATMENTS, with new tank arrangement. 
© FULL BATH TREATMENTS, in any standard bathtub. 


FOR HOSPITAL AND OFFICE 


Write for detailed information 
TECA CORPORATION, 220 wW. 42nd st., New York 18, N. Y. 


Distributors in Principal Cities 


Mellin’s Food — A Milk Modifier 


For Infants, Invalids 
and 
Convalescents 


Accepted as a product of high quality. 
Sustained by an experience of 


80 Years 


Mellin’s Food Company Boston, Mass. 


MELLIN’S FOOD: Produced by an infusion of Wheat Flour, Wheat Bran 
and Malted Barley admixed with Potassium Bicarbonate—consisting essen- 
tially of Maltose, Dextrins, Proteins and Mineral Salts. 
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OLDIER Or civilian, a young man’s frequent 

dietary indiscretions and usual high-strung 
f existence often manifest the need for re- 
establishment of normal bowel function. 


ZymenoL** through enzymatic action inhibits ex- 
cessive fermentation or putrefaction and aids 
restoration of normal intestinal motility with com- 
plete, natural vitamin B complex. Soft, bulky, daily 
defecation is assured without strain or irritation. 
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Then a soldier, 


Full of strange oaths and bearded like the pard, 
Jealous in honour, sudden and quick in quarrel, 
" Seeking the bubble reputation 
i Even in the cannon’s mouth.* 


Absence of laxative drugs, artificial bulkage or 
interference with vitamin absorption conwnends 
ZymenoL to the physician. 

Palatability, small, economical yet effective tea- 
spoon dosage, and freedom from embarrassing 
mineral oil leakage assure excellent patient con- 
trol in this often not too manageable age group. 


Available in 8 and 14 oz. prescription units. 


OTIS E. GLIDDEN & CO., Inc., Evanston, Ill. 


**ZymenoL, an entire aqueous culture of brewers’ yeast in emulsion, assures natural enzymes and complete natural vitamin B 


complex without live yeast cells. Sugar free. 


FOR EFFECTIVE BOWEL 


MANAGEMENT 


*Fourth of a series depicting the Seven Ages of Man. From Shakespeare’s “As You Like It.” 
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HE moist heat of an ANTIPHLOGISTINE 
pack is of definite value in relieving many 
of the troublesome symptoms accompanying 
affections of the respiratory tract. 


Cough—-Muscular and Pleuritic Pain—Retro- 
sternal tightness—-Soreness of the Chest. 


ANTIPHLOGISTINE is a ready to use Med- 
icated Poultice—it maintains comforting moist 
heat for many hours. 


Formula: Chemically pure Glycerine 45.000%, lodine 0.01%, Boric Acid 
0.1%, Salicylic Acid 0.02%, Oil of Wintergreen 0.002%, Oil of Popper 
mint 0.002%, Oil of Eucalyptus 0.002%, Kaolin Dehydrated 54.864, 


The Denver Chemical Mfg. Co., Inc., New York 13, N. Y. 
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HYPERTENSION 


Vasodilator Cardiotonic 
Helps produce gradual, substantial, per- Myocardial tone is stimulated 
sistent descent in blood pressure. 
Relaxant 
DIURBITAL® Tablets each contain Diuretic 


Relieves nérvousness, vertigo, insomnia, 
Heart is relieved of oppressive fluids. headache. 


Theobromine Sodium Salicylate 3 i 
Phenobarbital gr., Calcium 
tate I'/, Bie Bottles of 25 and 100 
. ademark Reg. U. S. Pat. 


Sample Supply Upon Request 


ter the RANT CHEMICAL COMPANY, Inc. 


Heart and Bleed Vessels 95 Madison Avenue New York 16, \. Y. 
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-L "Baby Talk” for a 
HESE FIVE Borden infant good square meal. 


BIOLAC supplies al! 


food essertials when 


‘eeding products represent the quintes- 

senee of scientific development, manufac- 
‘uring standards, and nutritional efficiency 
..all designed to fill the wide range of pedi- 

atric (and some adult) needs for hasic foods 
and for formula modification. Available KT, Ax | 
at all drug stores. Further data on request. ' 


supplemented with 
ascorbic acid ... easily 


digested, readily avail- 


"When milk becomes for- 
bidden food", MULL-SOY 


is the logical substitute 


A ‘master key” for 
infant nutrition! 
Its high-protein, low- 


fat and intermediate 


for minors and majors. In 
standard 1:1 dilution, it 


closely approximates cow's 
carbohydrate makes —— f 


spray-dried DRYCO 
ideal for formula feed- 


> emulsified hypoallergenic 


soy food. 


milk in nutritional values 
of protein, fat, carbohy- 
drates and minerals... an 


Superior quality spray- 
dried, whole milk... 


KLIM may be used when- <a 


ever fluid milk is indi- A= ‘ 
cated. Ideal for infant KLIM 


POWDERED } carbohydrate for 
feeding, dietotherapy NHOLE MILK infants and adults 
in peptic ulcer, and in : ... exceptionally 
other special diets. _ — palatable and easily 

soluble for formula 


modification. 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE, NEW YORK 17, N. Y. 


AMERICAN 
MEDICAL 
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for that patient with 


Have You Tried | S$ ALMET 


A Spe ncer Support | 7h A Systemic Anodyne for Arthritis 


SALMET is designed to quickly com- 
bat and deter joint deformity. Its 
detoxifying ingredients aid in roduc- 


It is accurately correlated 
with back support to effect 


Write for Literature 


chanics. 


Above: 

Spencer Abdominal Supporting Belt designed espe- 
cially for this woman. Non-elastic. Instantly adjust- 
able. Will not yield or slip under strain. The pull 
of supporting abdomen is placed on pelvic girdle, 
not on spine at or above lumbar region. Note the | 


Spencer Breast Support also designed especially 2 
for this woman. 


For a dealer in Spencer Supports look in telephone 
book for “Spencer corsetiere” or “Spencer Sup- 
port Shop,” or write direct to us. 


SPENCER, INCORPORATED 


129 Derby Ave., New Haven 7, Conn. PENETRO 
In Canada: Rock Island, Quebec, May We | NOSE DROPS 
In England: Spencer (Banbury) Ltd., Banbury, Oxon. Send You 
Please send booklet, “How Spencer Supports Booklet 
Kid the Doctor's | 


Street 


Name « 


City & State 


OE DESIGNED 
For Abdomen, Back and Breasts 


improvement in body me- | F. E&. YOUNG & CO. 


Vi S Cc e r opt Osis ing joint swelling and alleviate pain. 

scientifically compounded and ically 

rneu 

with Sym ptoms ? afford symptomatic relief of pain on le ath 

in arthritis, myositis, fascitis and kind: d ail- 

Each Spencer Support is in- | 
dividually designed to meet | || 

the specific needs of the one : SALMMET tablet tn addition to other ing smn 

patient for whom it was osseous sues, 

prescribed. ar atrophy is a concomite t in- 

Indicati for SALMET — Arthritis, itis, 

FROM BELOW conditions, especially when the indi ations 

BA mentioned in above paragraph are cresent. 

In a Spencer the abdominal | In Bottles of 100 Tablets. $1.75 

support parallels the natural | In Bottles of 500 Tablets 3.00 

pull of abdominal muscles. | Retail price 100 Tablets 3.00 


420 E. 75th St., Chicago 19, Ill 


PHARYNGEAL INFLAMMATION 


PENETRO 


FEF. ollowing nasal infection 
indicates some pathology still re- 
mains. Look for lurking areas—the 
sinuses, blocking of nares and in- 
volvement of the mucous mem- 
brane of the nose and throat. Lack 
of proper drainage and ventilation 
is often the fault. Penetro Nose 
Drops—the balanced medication— 
assures freer ventilation and better 
drainage—a great aid to manipula- 
tive lymphatic drainage. Early, fre- 
quent use of this medication in 
acute Rhinitis reduces the chances 
of complications to a minimum. 
Penetro Nose Drops are soothing, 
cooling—yet exert very effective 
vaso-constrictor action with the 
least congestive reaction you could 
expect. Penetro Nose Drops contain 
Ephedrine, Menthol, Camphor and 
Eucalyptol in light mineral oil. 


Use Penetro Nose Drops—recommend 
them. Each package contains adequate 
cautionary directions. 


NOSE 
DROPS 
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TRUSHAV has This added advange 


To make hands hygienically clean before 
examining and treating patients, frequent 
scrubbings are necessary. But if a cream 
or lotion is applied after washing to 
prevent redness or roughness some of the 
hygienic value of soap and water cleans- 
ing undoubtedly is lost. 

For this reason many professional men 
and women regularly use TRUSHAY, the 


lotion that was specially formulated to 


be smoothed on before washing the hands. 

TRUSHAY guards against depletion of 
sebum, the skin’s natural lubricant... aids 
in keeping the dermal tissue normal and 
unbroken. 

And since TRusHAY is applied before 
washing, it preserves the hygienic benefits 
of soap and water cleansing and yet helps 
keep hands soft, smooth and supple. Why 
not try a bottle of TRUsHAY today? 


THE 
“BEFOREHAND” 
LOTION 


| 


19 NJ West 50th Street, New York 20, New York 
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URINE-SUGAR TESTING | 
made | 

SIMPLE ® SPEEDY ® CONVENIENT | 
with | 


CLINITEST 


rate. 
® Heavy “LUCITE” easel 


Beautiful Desk Model of striking modern design 
Watch-like movement in legible 41/2,” d 
gives visual picture of pulse strength a i 


® Rich gold finish satin dial 


@ Substantial base 


® Attractive professional design 


@® 10 Yr. Guarantee 


Complete Unit 
as illustrated 


Obtainable from Your Surgical Dealer 


HYCHEX PRODUCTS ° 


CHICAGO 


SENTRY MANOMETER 


The Tablet, No Heating Method 


Simply drop one Clinitest Tablet into test tube contain- | 
ing proper amount of diluted urine. Allow time for | 
reaction—compare with color scale. | 


NOTE—NEW ATTACHMENT 
FOR ADDED CONVENIENCE 
The test tube clip now supplied with each pocket-size 


case enables the test tube to be hooked on to the out- 
side of case, as shown in illustration. 


This simple device provides an added convenience for 
the user—tube is maintained in an UPRIGHT position, 
tube is held MOTIONLESS during reaction. 


FOR OFFICE USE: 
Clinitest Laboratory Outfit (No. 2108) — 


FOR PATIENT USE: 
Clinitest Plastic Pocket-Size Set (No. 2106) 


Complete information upon request. 


AMES COMPANY, Inc. 


ELKHART, INDIANA | 


| 


Brief History 
of Osteopathy” 


By RAY G. HULBURT, D.O. 


A,24 page booklet. Completely 
revised and newly printed. 


Size 41,"x714”. 


Sample copy 5 cents 


Mailing envelopes 50c per 100 
(Mails unsealed for one cent) 


Order from 


AMERICAN 


Price: $4.50 per 100 


OSTEOPATHIC ASSOCIATION 
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THE ELDERLY PATIENT 


a Surgical 


In gynecologic practice, surgery in older 
patients is not infrequently necessary. 
Uterine fixation, vaginal repair, hysterec- 


tomy, and removal of the uterine append- 
ages are often indicated in women not con- 
sidered at an ideal age for operative inter- 
vention. In these older patients, carefully 
planned preoperative preparation is re- 
quired, if time is at all available. 

As an integral part of this rehabilitation 
program, the delicious food drink made by 


mixing Ovaltine with milk can make a 
worth-while metabolic contribution. Its 
balanced formula, as indicated by the table- 
of composition, provides a wealth of es- 
sential nutrients in significant quantities. 
Taken three times daily, this delightful 
nutritional supplement markedly enhances 
the intake of these metabolic requisites, 
and aids in improving the patient's abil- 
ity to withstand the unavoidable trauma 
of surgery. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings daily of Ovaltine, each made of 
Y2 oz. of Ovaltine and 8 oz. of whole milk,* provide: 


CALORIES 
PROTEIN 

FAT 
CARBOHYDRATE 
CALCIUM 


VITAMIN A 
VITAMIN By 
RIBOFLAVIN 
NIACIN 

VITAMIN C 
VITAMIN D 
COPPER 


*Based on average reported values for milk. 
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CHRONIC 
PROSTATITIS 


% Elderly male patients with prostate 
troubles, can often be treated success- 
fully in your own office, without the aid 
of surgery. 


% 


When the prostate gland is enlarged, 
boggy, inflamed or infected — where 
there is no existent pathology, no fibrous 
tissues, or nodules—patients often re- 
spond satisfactorily to a few injections 
of Colmetanese. 


COLMETANESE 


Recommended treatment — 10 ce. of Col- 
metanese intravenously three times each 
week, four to eight weeks. The desire for 
frequent or nocturnal urination usually dis- 
appears, and a generally improved clinical 
picture follows. 


Results Are Prompt and Lasting 
No Untoward Reactions Expected 
Injections Well Tolerated 


Send Handy Order Coupon 


AOA 11-46 
Farnsworth Laboratories 


28 E. Jackson Bivd. 
Chicago 4, Illinois 


Please send me 
...box Colmetanese—i2 ten cc. ampoules at $17.50 per box. 


box Colmetanese—25 ten cc. ampoules at $30.00 per box. 


Address 


City and State...... 
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«HAYDEN'S 
VIBURNUM COMPOUND 


The confidence of physicians in the thera- 
peutic action of HVC is evidenced by the 
increasing number who are daily prescrib- 
ing this preparation for women who must 
be on their feet all day long. 

HVC is antispasmodic and sedative. It 


MAMmES relieves smooth muscle spasms and is there- 
SENT ON fore useful not only for dysmenorrhea but 
REQUEST. 


also as a general antispasmodic. Non toxic, 
non laxative. 


WEW YORK PHARMACEUTICAL COMPANY 
i Bedford Springs Bedford, Mass. 


THE ELECTRO-VIBROSEUR 
A smooth, quiet hand massager with remarkable pene- 
trating power. It will give excellent service indefinitely. 
Only $22.50. Cash or C.O.D. Money refunded if dis- 
satisfied after one week’s trial. 


AIR-FOAM IS BACK! 


DOCTORS! We can now deliver treatment table pads 
in this wonderful luxurious RUBBER. Each pad is 
two inches thick and covered with Blue or Brown cor- 
duroy pad cover. Only $29.50. (State color choice and 
give dimension of table top and make of table.) \Ve 
also manufacture chair cushions. Write for prices. 


LAWRENCE EQUIPMENT CO. 


237 NO. GRAHAM ST. CHARLOTTE 1, NORTH CAROLINA 
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Makes X-ray in Your Office 


4 


ecause: 


New in design—wide in range—low in cost. 


Powerhead encloses compact cartridge containing tube, 
transformer and controls, easily replaceable with a factory- 
tested unit. 


A powerful diagnostic unit for vertical or horizontal radio- 
graphy and fluoroscopy. 


Backed by an amazing Guarantee and Service Policy never 
offered before. Phone, wire or write for complete information 
on this American Electric Diagnostic Unit. 


POWERHEAD WITH 


REPLACEABLE CARTRIDGE 
(PAT. APPLIED FOR) 


AMERICAN <> ELECTRIC « 


A DIVISION OF THE f 


1611 W. EIGHTEENTH ST. 


| 
More PRACTICAL than Ever! 
4 
ee COVINGTON, KENTUCKY 


Equal Irradiation 


Absolute Stability 
Compact 


Handsome 


THE DE FOREST 


D-400 PORTABLE DYNATHERM 


Powerful 


Economically operated 
Properly metered 


Operates from 110 volt AC light 
socket, using 350 Watts. 


Meter indicates relative dosage for 
all modalities and serves as an 
accurate guide for operation 


DE FOREST 


Pioneer in the Field of Short-Wave 
Diathermy 


Stull Offers The Finest 


Detailed information upon request 


LEE DE FOREST LABORATORIES 
5106 Wilshire Boulevard 
Les Angeles 36, California 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


1946 


p 
COUNTER-IRRITANT 
For Local and Referred Pain 


This adjunctive with vanishing type mutton 
suet base helps carry maximum medication directly 
to the blood vessels in the skin, assuring depend. 
able, uniform counter-irritation. It is analgesic as 
well as counter-irritant and helps relieve pain 
emanating from superficial and deeper tissues. 
Penetro is stainless and melts quickly at body 
temperature. Do like many Osteopathic physicians 
and make it your first thought in colds’ muscular 
aches and pains, acute tracheo-bron- 
chitis and lumbago. Penetro, uni- 


contains Turpentine, 
Methyl Salicylate, 
Menthol, Camphor, 
Thymol and Pine Oil. 


@ Use Penetro in 
all conditions for 
which a depend- 
able counter-irri- 
tant is indicated. 


FOR INTENSIVE THERAPY 


10-20 drops q.i.d. of 
500,000 INT. UNIT 


THIAMINE 


CONCENTRATE 
supplies 
100 to 200 mg. B, 


for cases requiring the equiv- 
alent of an injection dose... 


RAPIDLY ABSORBED 
MOST PALATABLE 
ECONOMICAL 


Supplied in 30cc. dropper bottle 
Rx $2.50 . . . Prof. Net $1.65 (6 for $9.30) 


ENDOCRIN 


UMION CITY: 
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. Pressure of Liquid Bulk 


Schematic section of villi showing fluid 
exchange system through blood vessels 
whereby water is drawn into the bowel 
to help form “‘liquid bulk.” 


Macroscopic view showing 
how fluid exchange is facili- 
tated by drawing of excess 
bulk to the intestine through 
the highly vascularized me- 
senterium. 


A CAREFULLY BLENDEME 
EFFERVESCENT 
SALINE COMBINATIONS 


ACTIVE 


The gentle action of SAL HEPATICA is not ponding 
localized to one particular section of the ® 
canal. It is effective throughout the entire Q 

bowel, beginning at the upper end of the MISTOL-mveRs 
intestine and extending to the lower 
segment. 


A Product of BRISTOL- MYERS COMPANY West 50th Street, New York 20, N. Y 
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SIDAMINE 
GRANULES 


CONTAIN 60° PROTEIN 
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“Now Daddy’s got to go to 
another ‘birthday party,’ Son...” 


@ Somewhere high in the sky the stork is racing. But the 
doctor will be at its destination first. Ready and waiting. 
Whether bringing life or guarding it, the doctor’s personal 
life fades into the background when duty calls. He is “on 
duty” every minute of every hour of the twenty-four. 
But he isn’t complaining. Or asking for any special credit. 
It’s his job—and he does it. 


According to a 
recent independent 
nationwide survey: 


MORE DOCTORS 


Winston-Salem, N.C, 


than any other cigarette 
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Cast CONTROL is a 


necessary element in the successfu 
treatment 


largely dependent 
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In the production of dietary supple- : 
ments, laboratory control is vitally 
important to uniform potency and 
assured results. Discerning doctors 
who look to VITAMINERALS for 
resultful healing aids have the 
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DOUBLY 
EFFECTIVE 


_ impaired nutrition. Double benefit 
is afforded patients suffering from. 
disorders of digestion and assimila- 
tion by combined enzy 


complex: therepy. in upper digestive tract sympt 


with vitamin deficiency states, ir 
A PSI ' convalescence, inanition, and 
Reg. U. S. Pat. OF. chronic nutritional defic 


B-COMPLEX 


Pancreatin-B-Complex 


“High-potency PANOPSIN: (pen- The VER 
creatin 1:90) (Harrower)-PLUS sub- The H A R R o Ww E 
stantial amounts of ‘essential LABORATOR “Fue. 
B-complex factors PLUS a natural  GLENDALE 5 CALIFORNI 
source of vitamin B complex. YORK? « ~ 
4 _The word PANOPSIN is @ registered trode- 
of The Harrower L 
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FILM LIBRARY OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


Sponsored by Committee on Professional Visual Education 
Ralph W. Rice, Chairman; Hal K. Carter, Wallace P. Muir 


All bookings must be made through the office of the American Osteopathic Association, 139 North Clark 
St., Chicago 2, Ill. Films must be reserved several weeks in advance to avoid conflicting dates and de 
lays in transportation. Catalog will be sent free upon request to members of the profession contemplat- 
ing the use of the films. All films are 16 mm. silent. 


AUDIENCE NO. OF TIME TO SERVIC! 
TITLE PRODUCED BY SUITABILITY REELS SHOW FEE 
Osteopathic Research — The Atlas Drs. Rice, Burns, Professional 3 50 min $3.00 
Lesion & Hoffman 


Osteopathic Research — Second Lumbar Drs. Rice and Proiessional 45 min 


Lesion Burns 


Osteopathic Mechanics of the Dorsal Dr. Ralph Rice Professional 2 30 min $2.00 
Area 

Osteopathic Mechanics of the Pelvis Dr. Ralph Rice Professional 3 45 min. $3.00) 

Osteopathic Mechanics—Anterior Occi- Drs. Wilson, Professional l 15 min $1.00 
put Rice and Muir 

Osteopathic Mechanics Fourth on Dr. Rice Professional . 1 15 min $1.00 
Fifth Lumbar Lesion—A Symposium 

Osteopathic Mechanics The First Dr. Rice Professional 1 20 min $1.00 
Thoracic (Symposium) 

Osteopathic Mechanics— Left Latero- Dr. Ralph Rice Professional 2 30 min. $2.00 


flexion Lesion of the Fifth on the 
Sixth Cervical Vertebra 


Osteopathic Mechanics — Right Latero- Rice Professional 
flexion Lesion of the Fourth on the 


Fifth Lumbar Vertebra 


. Ralph 


Osteopathic Mechanics Left Anterior Dr. Ralph Rice Professional 3 45 min $3.00 
Sacral Lesion 


Osteopathic Therapeutics —Psoasitis Drs. Rice and Professional 
Frvette 

Osteopathic - Therapeutics Anterior Drs. Rice and Professional 3 45 min $3.00 
Poliomyelitis Pritchard 

Osteopathic Therapeutics — The Treat- Drs. Riley and Professional 2 30 min $2.00 
ment of Laryngitis Rice 

Athletic Injuries—The Charley Horse Drs. Ralph Rice Professional 2 30 min $2.00 
and the Sprained Ankle. Professional and Wilbur Bohm 
and Lay Edition. (Specify which) 

Our American Feet, mechanics of feet, Dr. Q. L. Drennan Professional 2 30 min $1.50 
technic of fitting shoes * 

The Anatomy and Mechanics of the Dr. H. F. Cly- Professional 1 15 min $1.00 
Foot and Leg bourne 

Anatomy and Physiology of the Feet Dr. H. E. Cly- Professional F | 15 min SL.O0 


hourne 


Foot and Ankle Technic Dr. H. E. Cly- Professional 1 15 min. $1.00 
bourne 

Foot and Fibula Technic Drs. Clybourne & Professional \ 15 min $1.00 
Stinson 

Hypertrophy of the Prostate Eastman Kodak Professional 1 15 min $1.00 

Standard Obstetrical Routine The Mennen Co. Professional 6 80 min. $3.00 

Acme the Clock With You and Your Carnation Milk Either 3 45 min $3.00 


Co. 


Posture Eastman Kodak Either l 15 min. $1.00 


Other Films Available 
Making of an Osteopathic Physician Dr. E. Wells at Fither 3 45 min None 
Chicago Coll. of 
Osteopaethy 


ORDER DIRECT from Chicago College of Osteopathy, 5250 Ellis Ave., 
Chicago 15, Illinois 


Electromyographic Studies Dr. J. S. Denslow 2 30 min $2.00 
and Trars- 


BOOKINGS from Kirksville College of Osteopathy and Surgery portati 


$3.00 
| 
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“Cereal Lactic Is 
Recommended by 
Most Doctors!” 


Pharmacists know that many leading physicians prescribe Cereal Lactic for 
patients suffering from Gastric Hyperacidity and other Gastro-Intestinal dis- 
turbances. 


Cereal Lactic provides an acidity which does not activate pepsin, protection 
against gastric ulcers. 


Cereal Lactic includes in its formula the acid-fixing agent. colloidal aluminum 
hydroxide plus other alkalinizing agents. 


Immediate relief usually follows as soon as patients suffering from pyloraspasm, 
hyperperistalis and pyrosis take Cereal Lactic. 


Complete information. including physicians’ samples, available upon request. 


CEREAL LACTIC 


Two Forms: "IMPROVED VITAMIN" and “ANTACID AND ABSORBENT” 


Widely prescribed 
by the profession as 
an effective treat- 
ment for Gastro-In- 
testinal disorders. 


CEREAL LACTIC COMPANY 


Woodward, lowa 
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6 POTENT REASONS!! 


For Making The Q-V CORPORATION 
Your Source of Supply ...... 


1. Q-V operates its own tablet room to 
supply fresh, potent vitamin, mineral and 


nutritional tablets daily. 


2. These products are shipped “direct to 
you” only immediately upon receipt of your 


order. 


3. This policy affords maximum protection 
to your practice, our slogan being, “Secure 


This Product From Your Doctor.” 


..- Stepped Up Multiple Vitamins ° Minerals... 


DIONOL OINTMENTS 


Established in U. S. A. in 1917 for 
safe and effective dressings for 
Proctology, vaginal dressings, 
nasal treatment, and dermal ap- 
plication have never been sur- 
passed. Specify the type desired 
for a free testing sample. 


Testing package and complete 
Free 


information gladly sent on 
request. 


THIRTY YEARS OF ETHICAL 
Q-VITA, I-N-X AND DIONOL 
PREPARATIONS 


The Q-V Corporation 


Successors to Q-VITA—DIONOL—I-N-X and FARR Laboratory 


KALAMAZOO, II, 


4. You are able to maintain proper control 
of your cases, which is lost if the patient 


buys the SECOND lot elsewhere. 


5. Through the elimination of all middle- 
man commissions and expenses, a better dis- 


pensing setup for you is assured. 


6. Tablets are distinctive in design, appear- 
ance and color so can not be duplicated 


elsewhere. 


MICHIGAN 


AOA 11-4 
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HARMPUL 


PSORIASIS 


Objective analysis is frequently necessary for cor- 
rect evaluation of the therapeutic efficacy of a product. 
Results with RIASOL have convinced physicians of its 
merits in psoriasis. They observe that Situ Use of Riasol 


® RIASOL often clears the lesions. ns 


* RIASOL in many cases reduces recurrences. 


* RIASOL is preferred by patients because it 
is simple and convenient to use. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. No 
bandages necessary. After a week, adjust to patient’s 
progress. 


RIASOL is not advertised to the laity. Supplied in 
4 and 8 fid. oz. bottles, at pharmacies or direct. 


-SPECIAL NOTICE 
New 64-page brochure on psoriasis 
has been mailed to all physicians. 
Write for a copy if you did not re- 
ceive yours. 


MAIL COUPON TODAY— 
PROVE RIASOL YOURSELF 


After Use of Riasol 


SHIELD LABORATORIES JOA 11-46 
8751 Grand River Ave., Detroit 4, Mich. 


Please send me professional literature and generous clinical package of 


RIASOL. 
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When Congestive Failure Supervenes 


IGITALINE NATIVELLE—the chief active glyco- 
side of Digitalis purpurea—merits first con- 
sideration when congestive heart failure, auricular 
fibrillation, or auricular flutter must be combatted. 
The original digitoxin, it is 95% pure, the most 
highly purified digitoxin available. Digitaline Nati- 
velle is the digitoxin employed in the bulk of the 
modern studies on this remarkable drug. Note the 
advantageous features which characterize the clini- 
cal behavior of this outstanding cardiotonic agent: 


. possesses properties which place it 
first in the choice of digitalis materials for 
general therapeutic use.””! 


Potency always uniform. Dosage calcu- 
lated in terms of weight of drug. 


Completely and readily absorbed by the 
gastrointestinal tract.” 


’ Produces the same results, with virtually 
How Supplied the same speed, by mouth as by vein. 


Digitaline Nativelle is available through Virtually free from nausea and vomiting 
all pharmacies in 0.1 mg. tablets (pink) due to local irritation? 

and 0.2 mg. tablets (white) in bottles of : 

40 and 250, and in ampules of 0.2 mg. Digitalizes in 6 to 10 hours on ora/ ad- 
(1 cc.) and 0.4 mg. (2 cc.) in packages of ministration of 1.2 mg.!4 

6 ampules and 50 ampules. 

Maintenance dose, 1 tablet daily of 0.1 mg. 


Physicians are invited to send for samples, literature, and a 


. Gold, H.: C i J. 9:3 (Mar.) 1945. 
copy of the brochure “Management of the Failing Heart.’ 


. Levine, Samuel A.: Clinical Heart Disease, ed. 
3, Philadelphia, W. B. Sunders Company, 


1945, p. 273. 
VARICK PHARMACAL COMPANY, INC. 
. Gold, H.; Kwit, N. T.; Cattell, M., and Travell, 
J.: J.A.M.A. 119:928 (July 18) 1942. A Division of E. Fougera & Co., Inc. 


. Gold, H.; Cattell, M.; Modell, W.; Kwit, N. 75 Varick Street, New York 13, N. Y. 


T.; Kramer, M. L., and Zahm, W.: J. Pharma- 


col. & Exper. Therap. 82:187 (Oct.) 1944. 
REG. U. S. PAT. OFF. 
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[hat the sacroiliac articulation is a diarthrosis 
has been established beyond reasonable doubt. Cun- 
ningham concurs in this classification but does call 
attention to the limiting capillary nature of the joint 
interval with its interconnecting fibrous bands and im- 
perfect, rudimentary articular cavity. Morris refers 
to the joint as a diarthrosis, and Piersol emphasizes 
its real, though limited, mobility. Quain early ob- 
served the slight mobility and classified the joint with 
the amphiarthrodia. Sappey reaches a hyphenated con- 
clusion in diarthro-amphiarthrosis, and Testut accepts 
this designation in that the articulation resembles an 
amphiarthrosis in its limited mobility and a diarthrosis 
in having a synovial joint cavity. These differences 
are discriminative rather than discrepant because the 
joint does partake of the nature of a half, as well as 
of a true, joint. Brooke, however, insists that the 
term’ diarthro-amphiarthrosis is applicable only if 
pathological changes have limited normal joint func- 
tion. A few still stubbornly maintain that the joint is 
a synchrondrosis—for no conceivable reason other 
than to escape frank admission of its possible derange- 
ment. 

The sacrum rests between the two ilia like a 
(louble keystone, which is wider in front than behind 
ind wider above than below. Presenting the charac- 
teristics of an inverted wedge, the articulating planes 
of these structures are too vertically disposed to satisfy 
the demands of weight bearing, and this suspensory 
function falls upon the posterior sacroiliac ligaments 
which have an area of insertion greater than the sur- 
face area of the sacroiliac joints themselves. The 
broad, massive, wedge-shaped sacrum, the uneven 
interlocking articular surfaces of the sacrum and 
innominata and the strong ligaments which fix them 
give great strength and stability. Cushioned by the 
resiliency of the sacroiliac ligaments, we find an effi- 
cient shock absorber in what, to casual observation, 
appears to be a nonyielding structure. 

The sacrum forms the summit of weight bearing 
of the posterior pelvic, or femorosacral, arch which 
extends from the acetabula on the sides to the sacrum 
that forms its middle keystone. The two extremities 
of this arch are firmly anchored by a counterarch 
(terod) formed by the rami and bodies of the pubic 
bones, which proceed on a curved course until they 


*Delivered before the Eastern Osteopathic Association, New York 
March 30, 1946. 
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converge in the symphysis pubis. These powerful and 
rigid levers have much to do with the stability or 
instability of their basal (sacral) joints. 

The sacroiliac joint is unique in its structural 
and functional relations and in its marked dependency 
upon its ligaments. Although the muscles of the pelvic 
girdle do not possess a direct or discernible connection 
with the notable movements of the bones one upon 
another, these many powerful muscles are strong out- 
side levers of control. The large size of the bones 
and the small size of the articulations increase antago- 
nistic lever power. The exposed position of the joint 
and the many unusual angles and transitions of weight 
and stress, while bearing the brunt of muscular exer 
tions, underlie its traumatic susceptibility. 

The paired biaxial movements of sacral flexion 
and extension are the only ones clearly described in 
our standard texts. These movements are analogous 
to flexion and extension of the spine; such sacral 
mobility in the cadaver approximates 4 degrees. This 
primary movement of the sacrum occurs on a trans 
verse axis passing through the posterior portion of 
the body of the second sacral segment, and is funda 
mentally the same in biped and quadruped. Pitkin 
says such a line crosses each sacroiliac joint through 
the interosseous (fulcrum) ligaments and lies at the 
approximate center of the circle that would be formed 
by continuing the rough arc of the upper two thirds 
of the auricular cartilage. One ilium cannot act inde 
pendently on this sacral axis as a separate mechanism. 
There is immediate complementary or antagonistic 
action of its opposite fellow, through sacral interven- 
tion and passive resistance of pubic structures. Ob- 
viously, the innominata cannot simultaneously rotate 
in opposing arcs: the rigid pubic lever arms and rela- 
tively immobile symphysis prohibit any appreciable 
degree of divergent shift. 

Bipedism necessitated the lumbar curve and 
through it body weight is deflected in two directions. 
One component of weight thrust drives the sacrum 
backward, tightening the anatomical base-apex wedge 
of the sacrum; while the other forces the forward 
end of the sacrum downward, resisted by the checking 
action of the sacrosciatic ligaments, and the tightening 
of the sacral wedge from below upward, and posterior 
to the axis of sacral flexion. This double wedge 
formation of the sacrum, and the manner in which 
sacral flexion tightens these interlocking wedges under 
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Plate 1.--Sacral and pubic axes 
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Plate 2.—Posterior view of the pelvic 
«rticulations. 


weight bearing, is highly significant. This protective 
mechanism is lost in sacral extension, or when the 
pelvic girdle is relaxed as in recumbency. 

All motions of the innominata about the trans- 
verse axis of the sacrum, or about the transverse axis 
of the hip joints, are paired motions. When the weight 
of the body is borne upon the lower extremities the 
symmetrical movements of the innominata are flexion 
and extension about the hip joints. The sacrum takes 
little part, as body weight acting through the lumbar 
curve holds it almost continuously in flexion lock. 
Pitkin claims that movements of the pelvis, other than 
Hexion and extension about the hip joints, are asso- 
ciated with unpaired, antagonistic motions of the 
innominate bones about a transverse axis that passes 
through the symphysis pubis at the approximate 
center of a cirele that would be formed by continuing 


Plate 3.-Are of movement (rotary arthrodial) on transverse sacral 
xis passing thtough sacroiliac ligaments opposite second sacral segment. 


Cocc yx 


the rough are of the lower two thirds of the auricuine 
cartilage. Since the function of the pubic arch 1s 
that of a countertie, holding the innominata in relatiy 
fixation at the symphysis, it is difficult to account for 
movement other than slight axial yielding to external 
forces. Trapped by the pubic arms of the large ili 
gear, the small sacral gear must assume many eccentric 
or complementary positions to unpaired iliac mov: 
ments. 

Although the sacrum is an integral part of tly 
spine, one cannot ascribe to it any well-defined rotary 
and lateral flexion movements. The contour and 
adaptations of the rough interlocking surfaces of the 
sacral joints prohibit gross movements about its long 
tudinal (rotational) or anteroposterior (lateral ben: 
ing) axis. One notable exception exists: in thy 
transition from quadrupedism to bipedism, the sacrun 
retained its horizontal axis by reason of an accomm 
dative lumbar curve. [f this curve is obliterated | 
Hexion, the sacrum automatically becomes more ve 
cally disposed and aligned with the lumbar spine, «1 
a functional interlocking of segmental parts occur 
If rotation is attempted in this state a vertical 
(sacral) is introduced, allowing considerable rotation: 
movement of the sacrum between the innominata. |!)- 
movement would find its counterpart in the quadrup« 
which is without lumbar curve, ‘as a vertical sacr! 
axis would supervene if the animal attempted rotati 
while standing erect on its hind legs. Under the 
fluence of this torsional stress potential mechani 
lesions are multiple. 

In the complex act of locomotion rotation of 
pelvis en masse, around an imaginary center, is larg: | 


150 
Sacra) 93 
tatic foramen Ligament 
Ischium= »- 
Tuberosi crest femur 
~) 
L ~ 
\ 
\ 


Volume 46 
Number 3 


by accommodation of the hip joints and lumbar spine. 
The fact that the lumbar and pelvic joints act as an 
integrated mechanism cannot be overlooked in estimat- 
ing physiological interactions and effects. Reciprocal 
in a physiologic sense, they have great compensatory 
values. Furthermore, the sacrum is the key structure 
of diverse functions and, being suspended between the 
innominata, its mobilities (accommodative, comple- 
meniary, Or compensatory, as the case may be) take 
on « complex variety of kinetic adaptations. Whereas 
appreciable rotation and lateral flexion of the sacrum 
do not normally occur alone, they do accompany cor- 
relaicd motions that are coincidental to asymmetrical 
movements of the ilia. In the alternating flow of move- 
ments that characterizes locomotion, the sacrum is 
intricately involved in continuous antagonistic shifts 
of the innominata. If initial movement of one ilium 
in a given direction on the sacrum is carried to a point 
of physiologic limitation, further movement in the 
same plane would of necessity be sacral, acting upon 
the opposite innominate. This sacral movement would 
be in the nature of arthrodial shear, acting on the 
inferior anteroposterior articulating planes of the joint. 
Divergent iliac shifts and altered pelvic inclinations, 
with varying tilt and lateral deviation at the symphysis, 
accompany these complex movements. In discussing 
them I shall so far as seems practical follow the 
Standard Osteopathic Nomenclature. But it will be 
remembered that that nomenclature is rather general, 
and lacks the flexibility necessary for a detailed de- 
scription such as this. 

In flexion of the sacrum its anatomical base moves 
forward and downward, its anatomical apex upward 
and backward. The posterior sacroiliac ligaments re- 


Plate 4.—Anterior view of the pelvic 
‘rticulations. 
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lax and the sacrosciatic ligaments tauten. Total auricu 
lar movement of the sacrum is downward and back 
ward and rotary on its sacral axis. If bilateral im 
mobilization of the sacrum occurs in extreme flexion 
or inclination approaching the horizontal, it is termed 
a bilateral flexion, or what used to be known as an 
anterior sacral, lesion. If immobilization occurs on 
one side only it is a unilateral flexion lesion of the 
sacrum. Articular fixations established within func 
tional limits of joint mobility do not involve an 
intra-articular slip or subluxation of the joint. Hf, 
however, flexion is forced and carries the sacrum 
beyond its extreme limit of normal movement, an 
articular slip or subluxation must follow. This de- 
velops as an up-posterior slip of the ilia in the upper 
auricular segments as opposed to further descent of 
the sacral base—or as an up-inferior slip of the apical 
sacral wedge within its iliac mortise in the lower 
posterior auricular segments, with interlocking or jam- 
ming of these integral parts. These sacral lesions may 
be bilateral or unilateral, usually the latter. As against 
the sacrum locked in flexion, a forcible backward 
rotation of the ilium on its pubic lever arm causes 
a posterior and decreased angle slip of the ilium, which 
also is classified as a flexion lesion of the sacrum 
In these lesions the posterior sacroiliac ligaments are 
relatively relaxed, but the sacrosciatic ligaments are 
exceedingly tense and sensitive to palpation. If from 
an extreme of sacral flexion (lumbar hyperextension ) 
forward iliac movement develops, such action of the 
powerful pubic lever arm upon its pubic axis forces 
the sacral wedge upward and forward until it is car- 
ried beyond the limits of sacral accommodation and 
the small eccentric sacral gear gives way: the sacral 
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base buckles up and back, permitting an anterior and 
forward angle slip of the ilium in the upper anterior 
auricular part of the joint. 


In sacral extension, the base of the sacrum ro- 
tates upward and backward, which movement is 
resisted by the posterior sacroiliac ligaments and the 
inverted sacral base wedge. Immobilization of the 
sacrum in upward, backward tilt or inclination ap- 
proaching the vertical is termed bilateral extension, 
formerly known as posterior, sacral lesion. If the 
sacrum is unilaterally immobilized in extension, it is a 
unilateral extension, formerly posterior, lesion of the 
sacrum. Providing the extreme range of normal joint 
mobility is not exceeded, an articular slip or sub- 
luxation within the joint does not occur. If, however, 
forced extension (lumbar flexion) carries the sacrum 
beyond definite limits of normal motion an up-posterior 
slip of the base of the sacrum occurs within its iliac 
mortise, causing interlocking or jamming of these 
integral parts of the upper auricular segments. These 
sacral lesions may be bilateral, but are commonly uni- 
lateral. If from an extreme of sacral extension an- 
terior iliac movement develops, acting on its powerful 
pubic lever arm, such action propels the small sacral 
gear upward and forward until forced beyond the 
limits of sacral accommodation and the base of the 
sacrum buckles slightly up and back and an anterior, 
or increased angle, slip or subluxation of the ilium 
occurs in the upper auricular segments. Spreading of 
the iliac mortise tautens the posterior sacroiliac liga- 
ments and they become exceedingly tense and sensitive 
to palpation, in contrast to the sacrosciatic ligaments 
which are relatively relaxed. As against a combined 
sacral extension and lumbar flexion lock, a forcible 
attempt of the ilium to rotate posteriorly on its pubic 
axis must result in a posterior and decreased angle 
slip or subluxation of the ilium. As a whole these 
lesions invoke a variety of iliac shifts and altered 
structural relations. From a study of physical esti- 
mates, classification of sacroiliac lesions may be 
achieved but any typing of these disorders remains 
in a sense theoretical because there is no_ precise 
method of metrical calculation. Possibilities for lesion 
are inherent in the physiologic mechanisms, and they 
afford interpretative aid; however, these articulations 
may be subject to direct or indirect trauma involving 
unusual torsion or shear which cause atypical effects 
that fail to fall into any particular category. 


Kach auricular surface of the sacrum is divided 
by a faintly discernible bony isthmus, converting each 
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Plate 5.—Demonstrates double articular 
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sacroiliac articulation, in a restricted sense, into an 
extremely shallow, double ball and socket joint. This 
does not inhibit full arthrodial movement of the joint 
The deep fibers of the sacroiliac ligaments supply each 
segment in such rudimentary arrangements that 
appears the joint possesses not only a double auricula; 
but also a double suspension (fulcrum) mechanism 
There is a notable paucity of fibers supplying th 
intermediate portion of the joint, comprising th: 
isthmus. Sacroiliac maladjustments do not necess. rily 
involve the entire joint; partial articular slips o cw 
in which only one auricular segment is grossly on 
cerned. Accordingly, it is theoretically possibl 
classify intra-articular lesion as: (1) complete auricu 
lar, (2) upper auricular, and (3) lower auric 
Alternating compression and decompression of 
articulations, or changing ligamentous tension 
stress with shifting pivotal or fulcrum effects, 
doubtedly influence atypical sacral mobilities. Unps rec 
iliac movements upon the multiple-contoured au>icu 
lar surfaces of the sacrum involve an intricate ite 
gration and interplay of concentric and cOmplemet: ar 
eccentric positions as coordinated between the iw 


lar 
and 
un 


auricular segments. The inferior anteroposterior 
(iliac) plane of the sacroiliac joint merges anter)orl 
at any approximate right angle with the anterior 
vertical (sacral) plane often forming an interme: iat 
ing facet upon which both sacral and iliac axes operat 
The effects of altered sacral mobilities are often con 
tradictory. Immobilization of one sacroiliac joint may 


divert functional responsibility to the opposite joint 
Treatment based purely on symptomatic aspects 1s 
serious error for, in many instances, the joint of com 
pensating motion stress presents painful symptoms. 
while the symptom-free joint is the offender demand 
ing restoration of normal mobility. Reflected through 
out one entire half of the body, abnormal physiologic 
continuities of static or dynamic stress may give ris: 
to that common syndrome called right sideitis 


The lumbosacral jaints are concurrently impl) 
cated in sacroiliac disorders. As the key to evolving 
bipedism, they present the most striking example oi 
our late and immature transition to the orthograd 
position. Orthostatic and dynamic strains within th 
postural complex bear heavily upon these parts 
chronic malseating of sacral joints is inevitable. Mul 
tiple postural traumas affect a locus minoris resis 
tentiae and a conditional susceptibility to secondary 
injury and to abnormal metabolic states. Prolonged 
mechanical irritation invites early osteoarthritis. Th: 
upper sacral articulations are the major compensator\ 
and accommodative mechanisms for postural failures 
arising from developmental or organic variations ef 
fecting an actual difference in bilateral symmetry 0! 
the integral halves of the underlying pelvis and its 
supporting structures. Such basal faults with their 
concomitant lateral and torsional stress upon spin 
and pelvis are the outstanding mechanical cause of 
scoliosis. As a group they constitute the most common 
source of recurrent sacroiliac and chronic lumbosacral! 
strains. Postural faults involving anteroposte io 
equilibrium have received great consideration a+ « 
cause of lower back disabilities and pain, while «is 
orders of lateral equilibrium have received scant no‘ 
even though torsion is the most damaging of all 
stresses. 
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The causes of sacroiliac disease may be grouped 
broadly as traumatic and nontraumatic. Under these 
headings general classifications are suggested: 


(A) Traumatic 
(1) direct 
(a) subluxations, dislocations, fractures, 
strains, sprains 
(b) postural, i. e., orthograde disorders 
(c) occupational 
(d) obstetrical 


indirect 

(a) developmental or congenital anoma- 
lies of bone or joint 

(b) constitutional affections and dis- 
eases, metabolic disorders, senes- 
cense with organic alterations of 
bone and joint 

(c) postsurgical complications | 


Nontraumatic 

(1) specific infections and nonspecific infec- 
tious arthrites 

toxic, endocrine, metabolic states—non- 
infectious arthrites 

rheumatic myositic and fibrositic syn- 
dromes 

reflex idiopathic 

neurological 

neoplastic 


(2) 
(3) 


(4) 
(5) 
(6) 


The ligaments around the sacroiliac joint are 
severally named, according to anatomical relations. The 
posterior sacroiliac ligament is exceptionally strong 
and is the chief bond of union between sacrum and 
ilium. It consists of three sets of fibers—superficial, 
deep horizontal and oblique. The deepest fibers con- 
stitute the so-called interosseous ligament. The deep 
ligaments bear the brunt of weight bearing and are 
the principal check on sacral mobility. Weakening 
allows the sacrum to sink more deeply into the iliac 
mortise with added compression of joint planes. Cou- 
pled with lordosis, this lesion is common in obese 
persons, especially women. The overstressed joints are 
markedly irritable and sensitive to palpation. 


The sacrotuberous and long posterior sacroiliac 
ligaments are formed in part by vestigial continuations 
of the tendinous origin of the semitendinosus and the 
long head of the biceps femoris muscles. The common 
aponeurotic tendons of the sacrospinalis and gluteus 
maximus muscles also blend with the posterior sacro- 
iliac and sacrotuberous ligaments. Therefore it is 
readily understandable why referred pain in the lateral 
crural regions is found constantly with ligamentous 
strains of the sacroiliac joints. Violent traction of the 
biceps femoris and the semitendinosus and semimem- 
branosus on the ischial tuberosity can cause a posterior 
iliac slip, and altered iliac inclination incites painful 
tensions in the quadriceps. Excessive pull of the 
quadriceps femoris upon. its pelvic attachments can 
produce an anterior iliac slip and ischial traction re- 
fected through the hamstrings may carry well into 
the dorsum of the knee. Following sacroiliac disorders, 
sitting on a malaligned ischial tuberosity with its deep 
involvement of muscle and nerve can be a very pain- 
ful ordeal. The common perineal nerve lies in close 
relation to the biceps femoris, and the sciatic nerve 
runs between it and the adductor magnus. The sciatic 
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nerve may be irritated as it passes through the groove 
formed by the outer and inner hamstring muscles 
when these muscles are tense or spastic. Affection of 
the sartorius muscle with its oblique attachments and 
pull is only one of the complex functional malalign- 
ments possible in iliac-genicular derangements so com- 
monly coupled with sacroiliac disorder. Fixed iliac 
abnormalities disturb correct muscle mechanics and 
correspondingly influence genicular functions. In ath 
letic injuries the so-called pulled muscles, or tendon 
injuries, are often attributable in part to restricted 
iliac mobility. Conversely the lowly flat foot can, by 
its mechanical defect, implicate the sacroiliac joints. 

The gluteus maximus, attaching along the alar 
crest of the ilium and fusing with the lumbodorsal 
fascias, is also intimately connected with the tensor 
fascia lata which, in turn, merges with the iliotibial 
band. The sciatic nerve runs between this muscle 
and the quadratus femoris. Musculofascial tensions 
may give rise to painful symptoms and palpable ten 
derness in the posterolateral aspect of the lumbosacral 
region, buttocks, thigh and knee. Abnormal contrac- 
ture of the fascia lata or iliotibial band may be 
demonstrated by Ober’s test: from a side position the 
thigh is abducted widely and then hyperextended ; 
from this point it is allowed to drop or adduct toward 
the table; if contraction is present, this movement is 
limited. The superior gluteal nerve, passing over the 
piriformis and between the gluteus medius and mini 
mus which it supplies, is often involved. The peroneal 
portion of the sciatic nerve passes between the two 
bellies of the piriformis muscle as does the inferior 
gluteal. The main sciatic nerve, popliteal division, 
passes between the piriformis and the superior gemel- 
lus into the thigh. Abnormal contractions of the 
piriformis may involve the sciatic nerve although it 
would appear, in normal contraction, that this muscle 
bridges and protects the nerve. The lesser sciatic 
nerve courses between the gemelli into the pelvis giving 
rise to the long pudendal nerve. The sciatic and the 
posterior cutaneous (lesser sciatic) nerves pass in 
close proximity to the obturator externus and quad 
ratus femoris muscles and these nerves, together with 
the obturator, are often involved in lesions of the 
sacral joints. 

The psoas major takes origin from insertions o1 
all lumbar vertebrae and passes downward across the 
brim of the lesser pelvis and in front of the capsule 
of the hip joint; merging with tendon fibers of the 
iliacus it inserts into the lesser trochanter of the 
femur. The lumbar plexus passes through the psoas 
and on its medial side this muscle is closely associated 
with the gangliated trunk of the sympathetic. The 
iliacus, in turn, is in close proximity to the femoral 
nerve. The immediate relation of the iliopsoas muscle 
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Plate 6.—Section through right sacroilisc joint 
demonstrates wedge mechanism of second sacral segments 
and suspension action of posterior sacroiliac ligaments. 
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io the sacroiliac joint in front renders it susceptible 
to any traumatic incident or infection involving this 
articulation: in turn psoas fibrositis places abnormal 
strain on sacral joints. 

The sacrospinalis serves as an extensor of the 
iumbar spine although, when acting on one side only, 
it produces lateral inclination assisted by the iliocostalis 
and quadratus lumborum. These powerful levers can 
account for sacroiliac strain through apparently trivial 
cause, such as a hard cough or sneeze. The anterior 
sacroiliac and lumbosacral ligaments fuse with the 
tendinous origins of the iliacus (muscle) from the 
transverse processes of the last lumbar and upper 
sacral segments. They are analogous to the inter- 
transverse ligaments and tendinous origins of the psoas 
and quadratus lumborum from the transverse proc- 
esses of the lumbar vertebrae. The iliolumbar liga- 
ments give partial origin to the sacrospinalis and 
multifidus muscles. A knowledge of these phylogenetic 
relations affords a better understanding of the scle- 
ratomal pathways of referred pain. 

The sacroiliac joint is innervated from anterior 
divisions of the second, third, fourth and fifth lumbar 
and first sacral nerves, by way of direct branches 
from the lumbosacral cord, the superior gluteal and 
obturator nerves. The joint receives filaments from 
posterior primary divisions of the first and second 
sacral nerves and from the pelvic portion of the 
sympathetic gangliated cord. The lumbosacral joint is 
supplied by direct branches of the fourth and fifth 
lumbar nerves and the lumbar portion of the sym- 
pathetic gangliated cord. The posterior sacroiliac and 
sacrosciatic ligaments receive direct branches from the 
posterior sacral plexus, which lies deeply embedded 
in the substance of the posterior sacroiliac and sacro- 
sciatic ligaments. This plexus is composed of branches 
from the posterior divisions of the last two lumbar 
and first three sacral nerves. These ligaments receive 
filaments from the origins of the sacrospinalis, multi- 
fidus, gluteus maximus, piriformis, biceps femoris 
and semitendinosus muscles; also from a branch of 
the anterior division of the fourth sacral nerve. 

From anatomical findings and the application of 
Head’s rule, Pitkin concludes that pain may be re- 
ferred from the sacrolumbar articulation to the fourth 
and fifth lumbar posterior dermatomes; from the 
sacroiliac articulation to the fifth lumbar and first 
and second sacral posterior dermatomes; from the 
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Plate 7.—Left, shows side view of the «fects 
of rotation at the sacroiliac joint in two 
directions—ilium carried either forward or 
backward. Illustrates the leverage acti 
the rectus femoris and hamstrings o: the 
innominate. Right, shows posterior view 
effects of rotation at the sacroiliac join: and 
general change in contour of the innom) ates 
(Ashmore). 


iliolumbar ligament to all five lumbar and the first 1) ree 
sacral posterior dermatomes, as well as the first three 
lumbar anterior dermatomes; from the sacrolun:bar 
and anterior sacroiliac ligaments to the second nd 
third lumbar anterior dermatomes; from the posterior 
sacroiliac and sacroischial ligaments to all of the jive 
lumbar and the first three sacral posterior dermatomes. 
as well as to fifth lumbar and the first three (or four) 
sacral anterior dermatomes. Smith-Petersen and others 
find that pain from the sacrolumbar joint should be 
referred largely to the last two lumbar dermatomes. 
but that pain from the sacroiliac joint should lx 
referred to the last two lumbar and the first two sacral 
dermatomes, with possible neuralgic radiation along 
the course of the superior gluteal and obturator nerves 

The lumbar plexus takes origin from the twelfth 
dorsal to the fourth lumbar segments inclusive. Fron 
above downward in major order of neuromerous 
derivation this plexus gives rise to the iliohypogastric, 
ilioinguinal, genitofemoral, lateral cutaneous, femora! 
and obturator nerves. The sacral plexus takes origin 
from the fourth lumbar to the third sacral segments 
inclusive. It forms the great sciatic nerve. From above 
downward in major order of neuromerous derivation 
this plexus gives rise to the superior gluteal, nerve to 
quadratus femoris, inferior gluteal, nerve to obturator 
internus, nerve to piriformis, posterior femoral cu 
taneous, and the peroneal and tibial nerves. 

Pitkin observes that the typical syndrome of pai 
which accompanies lesions of the sacroiliac and sacro 
lumbar joints and their accessory ligaments may lx 
referred to the gluteal or sacral areas, or both, and 
may affect any or all parts of the lower extremities 


- and genitoinguinal regions excepting the internal crural 


and plantar zones by way of the saphenous ner\« 
Although none of the four groups of nerves supplying 
the gluteal region derives from the sciatic trunk, he 
claims this is the region most frequently affected by 
sacrarthrogenetic (sic) telalgia. The posterior femoral, 
the lateral femoral, the sacral, the inguinal, and the 
genital regions are not included in the distribution of 
the sciatic nerve but are commonly affected. | he 
posterior femoral cutaneous (small sciatic) nerve stip- 
plies the inferior gluteal region, the posterior femoral 
region, and portions of- the scrotum, but does not 
cover several of the areas to which telalgia is com 
monly referred. If telalgic pain regularly involves 
areas beyond the boundaries of the sciatic distributor 
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consistently shuns certain sciatic territory, and is diffi- 
cult to localize, Pitkin insists that the terms sciatica 
and sacrarthrogenetic telalgia are not synonymous and 
should be divorced. He claims that such telalgic zones 
are supplied by peripheral nerves deriving from both 
the anterior and posterior divisions of every spinal 
nerve from the first lumbar to the third sacral seg- 
ment. However, they regularly fail to involve the 
fourth lumbar anterior dermatome and only rarely in- 
volve the second and third. The motor and sensory 
changes usually associated with compression of nerves 
are conspicuously absent in telalgia. Where atrophy 
is present the electrical reactions are normal, indicat- 
ing that nerve changes belong to the functional groups 
of reflex physiopathic disturbances and phenomena of 
disuse ; that they are not the result of compression or 
irritation of deep and peripheral nerves. 


In uncomplicated intra-articular lesions of the 
upper sacral joints, pain localizes over the joint or in 
the intergluteal area. The greater the involveinent of 
the extra-articular ligaments, the wider is the dissemi- 
nation of referred pain. Although telalgic pain in the 
posterior dermatomes of the sacral region may persist 
after radiation to the anterior dermatomes in_ the 
lower extremities has ceased, in sacroiliac sciatica, 
local relief of joint symptoms often precedes nerve 
recovery. 


While mechanical causes far exceed any other, 
sciatica is a symptom of many and varied disorders 
as widely separated as pelvic or spinal tumors, pros- 
tatitis, rectal abscess, focal infections and toxic neu- 
ritis, vascular diseases — such as arteriosclerosis or 
thrombo-angiitis —- metabolic diseases and dyscrasias 
such as gout, diabetes or pernicious anemia. It may 
include a host of arthropathies ranging from lumbar- 
thritis or spondylitis to a congenital anomaly or a 
malignancy. One cannot exclude fascitis and myo- 
fascial syndromes or deep traumatic injury of the 
serve. A history of long-continued overexertion, ex- 
posure or occupational strain is quite common. A 
radiculitis (perineuritis) may be due to rigorous fac- 
tors, yet it may have a rheumatic, luetic or tuberculous 
background. Sciatica is a symptom usually without 
nerve involvement although a diminished or lost 
achilles reflex with anesthesia may suggest nerve dis- 
ease or injury. 


In the sciatic notch the nerve passes close to the 
mferior border of the sacroiliac joint and an articular 
slip, abnormal piriformis contracture or excessive 
stress upon the deep portion of the fascia lata may 
produce some narrowing of the sciatic aperture with 
pressure effects. Since the nerve is accompanied by 
its own blood vessels, pressure may cause hyperemia 
or ischemia of the nerve. As the lumbosacral cord 
passes over the brim of the pelvis it lies in immediate 
contact with the anterior sacroiliac ligaments. Ab- 
normal states of joint or ligament are possible pressure 
irritants. Occasionally a severe sciatica follows on the 
heels of sharp stooping or lifting. Violent shooting 
pains come simultaneously with marked muscle spasm 
and rigidity of the lower back. Such traumatic lum- 
bago may induce a spastic “set” of the sacral and 
lumbar joints, immediate disruption of which affords 
remarkable relief. 

\vulsion of the intervertebral disc or dissipation 
of dise substance into the root canal may cause an 
mtractible sciatica with sharp. intermittent attacks of 
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pain which are aggravated by coughing, sneezing o1 
jarring blows. Concentration of the total protein in 
the cerebrospinal fluid may be increased and hernia 
tion of the disc may be visualized in a roentgenogram 
following injection of radiopaque oil into the spinal 
subarachnoid space. Hyperflexion at the lumbosacral 
angle may give symptomatic relief as the posterior 
buckling of vertebral parts reduces the relative degre: 
of posterior displacement of the disc. Contrariwise 
hyperextension increases lumbosacral angulation, 
crowds in and upon the disc and aggravates its rela- 
tive posterior displacement. Uncomplicated dise dis 
placements may be reduced by manual procedure. The 
patient is positioned on the side with the lumbar spine 
locked in hyperflexion and the sacrum in forced ex 
tension. Flexion angulations (determined from below 
upward) must be accurately gaged to the desired 
break point. Counter stabilization of the spine from 
above downward to the point of lesion is obtained 
by an extension-rotation lock. Once lever controls are 
established, a sharp angle thrust directed upward 
against the apex of the sacrum causes acute buckling 
and posterior segmental shear at the focal point. The 
(lise is trapped and in the force of physiologic recoil 
it locks in normal position. 


Whereas sacroiliac strain causes great pain and 
disability in adults, it rarely assumes acute propor 
tions in children: rather, it is evidenced in dull back 
ache or leg ache and the symptoms vaguely dismissed 
as “growing pains.” Since sciatica consistently accom 
panies sacroiliac disorders, possible involvement of 
this joint must be suspected in every instance wher« 
sciatica is the chief symptom presented until it can be 
ruled out by examination. Dull and persistent, o1 
intermittent, attacks of lower back pain with varying 
disability may be the chief symptom of chronic or 
recurrent strains. l’alpable tenderness with evidenc: 
of pathological alteration of the posterior sacroiliac 
ligaments are the most direct and ‘constant signs, and 
the least confusing evidence, of joint disorder. Deep 
pressure just above the sciatic notch elicits local and 
often referred pains that are highly suggestive. Pal 
pable tenderness may be found all along the iliac 
crests, and over the anterior superior spine and sym 
physis pubis. Tenderness may be referred into the 
deep fasciae along the marginal lines of the groin and 
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Plate 8 —Relation of sciatic nerve to muscles of the thigh. Peron 
portion of sciatic nerve passes between the two bellies of the piriferm- 
muscle (Adapted from Morris) 
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abdomen. Baer’s abdominal sacroiliac point closely 
approximates McBurney’s point and it is easy to 
realize why referred pains and musculofascial stresses 
in these zones can incite symptoms not unlike those of 
appendicitis or ovarian-tubal disease. Widespread 
neuralgic radiation and tenderness may extend well 
into the lumbar, sacral, gluteal and crural regions. 


In sacroiliac disorders, inability to flex or extend 
the lower back fully or to turn easily and painlessly 
when recumbent is characteristic. Joint pain may_be 
aggravated by recumbency; may be accentuated by 
climbing stairs or by rising from bed after extended 
inactivity. Irritable muscles tend to intensify spastic 
“sets,” particularly when mechanical disorders are 
complicated by osteoarthritis. Pains may be fleeting 
and inconstant. A sense of fatigue, weakness, or inse- 
curity may develop in the affected limb. Stance, posture 
and gait are patterned to spare the lesioned parts. Body 
weight tends to list away from the afflicted side and 
locomotion is guarded. Pitkin says that sacrarthro- 
genetic telalgia is regularly accompanied by scoliosis 
and that its pattern clearly differentiates sacroiliac slips 
from sacroiliac strains or arthritis and, in three cases 
out of four, affords a positive differential diagnosis 
between sacroiliac and sacrolumbar disturbances. 

Because of its greatly restricted mobility we have 
ignored the full possibilities of functional investigation 
of the sacroiliac joint as contrasted with joints of free 
motion. This joint is not subject to immediate muscular 
recoil, and this lack of rapid response to contractile 
forces allows it to maintain its position long enough 
for satisfactory examination; under passive conditions 
following iliac leverage it remains at a point of natural 
inertia, or rest, at either of the two normal extremes 
of movement. Accurately conducted, this test offers 
concrete evidence of articular mobilities and, when 
they are abnormal, indicates the point of fixaiion. Since 
these antagonistic leverages create a greatly magnified 
and diverse arc of acetabular movement, observations 
made from shifting malleolar levels are best for 
analytical deductions: with the patient supine, two 
distinct types of leg leverage are employed; to rotate 
the ilium anteriorly to a normal extreme of position, 
the leg is drawn across the midline with the hip and 
knee in easy flexion to neutralize partially the flexors 
and extensors of the thigh and pelvis. Adduction 
establishes a powerful traction on the thigh and ilium. 
From this point, sharp external rotation is conducted 
through the long axis of the femur, the acute revolving, 
or windlass, action of which imposes a strong forward 
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Plate 9.—Scheme represents chan 


and trunk. 


f en ges in the relative position assumed by the acetabulum to the functional test. 
A backward rotation of the ilium foreshortens the acetabular position in relation to the long axis of the | 
trunk. A forward rotation of the ilium forelengthens the acetabular position in relation to the long axis of the leg 
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and downward pull of the iliofemoral ligament upon 
the ilium, implemented by tensile effects of the abduc- 
tors, extensors, and rotators of the thigh. Rotation op 
this arc has the effect of apparently lengtheniny the 
lower extremity with slight inversion. To obtain the 
maximum range of posterior rotation of the iliun) the 
slightly flexed leg and thigh are abducted to a poi 


t of 
tension limitation. From this point, with abduction 
maintained, sharp internal rotation is employed ; this 


acute windlass motion, acting on the long axis o/ the 
femur, rotates the ilium backward. Traction upon the 
posterior fibers of the capsular ligament, particiarly 
the ischiocapsular fibers, is augmented by the com! ined 
tensile pull of adductors and rotators of the thig!,. In 


conducting this test the ankle and foot must be gr: -ped 
firmly to immobilize both members and preven: lost 
motion and ineffectual leverage. Rotation in the pos- 
terior arc of iliac movement has the effect of prod: cing 
an apparent shortening of the limb with slight eve: sion 
of the foot and external rotation of the thigh. The 
routine method is to test for total range of dis). rity 
of iliac movements in two directions, first by comp: ring 


the effects of lengthening leverage of one leg wit! the 
shortening effects of the other, and then reversin. the 
procedure. Normal, unimpaired iliac movemen'- in 
alternate directions must be equal and _ sufficier: as 
shown in diverse shifts of the internal malleoli. 


A bilateral motion shift of less than ™% neh 
indicates a bilateral restriction of sacroiliac mobility. A 
bilateral motion shift of considerably greater than | 
inch indicates hypermobility. However, age and ndi- 
vidual factors must be considered in estimate. of 
relative mobility. A difference in the respective totals 
of unpaired iliac mobility as shown at the malleoli 
indicates partial fixation in the direction of the lesser 
of the two. In unilateral posterior iliac fixations, if 
lengthening leverages are applied to both innominates, 
the leg on the immobilized side refuses to lengthen, 
but the malleoli assume the same levels when shortening 
leverages are bilaterally employed. Conversely, in 
unilateral anterior iliac fixaticss the leg on the immobil- 
ized side fails to shorten; but when lengthening 
leverages are bilaterally employed the malleoli assume 
the same level. If pelvic asymmetry is unchanged by 
application of these leverages it indicates unpaired 
bilateral iliac , fixation. Excessive mobility to both 
shortening and lengthening leverages on one side as 
contrasted to mobilities of the other may signify 
unilateral hypermobility. Following treatment, these 
tests may be used to learn whether or not proper joint 
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Plate 10.(A) indicates position of 
leg and thigh in relation to torso to 
oduce lengthening of the limb 
cough forward rotation of the 

m. (B) indicates position of leg 
thigh in relation to torso to 

ice shortening of the limb 
yh backward rotation of the 


reduction has been effected and equalized iliac mobility 
restored. 


X-ray findings are generally disappointing in 
sacroiliac disorders. It is impossible to make ‘accurate 
deductions of minute and complex: structural shifts 
because the x-ray lacks necessary isometric qualifica- 
tions. Final analysis of these physiologic disorders rests 
on clinical examination. This is merely an uncritical 
recognition of x-ray’s limitation for certain diagnostic 
purposes and is not to deny its necessary place in 
routine examination. 


Inasmuch as any one of a number of muscle 
meoordinations may cause the innominata to assume 
imbalanced positions without transgressing the laws of 
normality, we may get lost entirely in a maze of 
physiologic disequilibriums by placing undue emphasis 
upon such factors. They neither affirm nor deny an 
articular disorder. Apparently the same muscle-induced 
pelvic asymmetries may be noted in either lumbar or 
sacral joint strains or in abnormal muscle states. 
Therefore, accurate methods of clinical differentiation 
are necessary. 


Lesion points in the upper sacral joints may be 
localized by lateral rocking tests of the knees, with the 
patient supine and the thighs and knees passively 
flexed. These movements must be properly gaged with 
one hand as the examining hand under the patient 
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notes their effects. Controlled test movements of 
articulating parts will usually elicit pain if there is 
joint involvement and they are indispensable in deter- 
mining the specific nature of joint dysfunction. Lateral 
movement is restricted when the approximated feet, 
swung from side to side, are carried away from the 
side of contractions. Lumbago may simulate sacroiliac 
disorder but palpable tenderness is usually well local- 
ized in the lumbar muscles and not over the sacroiliac 
joints. Fibrositis may aggravate joint symptoms by its 
widespread involvement of fascia, aponeurosis, tendon, 
and ligament. As in osteoarthritis, senescence is charac- 
terized by unusual joint stiffness which may complicate 
mechanical disorder and accentuate both disability and 
pain. Spina bifida rarely produces notable symptoms, 
nor do complete sacralizations give rise to the trouble- 
some symptoms that attend the partial type. Although 
spondylolisthesis may be the direct result of trauma, 
luxation or fracture (pedicles), it is often a congenital 
defect in which anomalous facets permit an abnormal 
slip of the vertebrae. 


In testing for Laségue’s sign, with the patient 
supine, the lower limb is flexed on the body with the 
knee extended. Early and painful limitation of move- 
ment suggests sciatica or contractures of the gluteal 
and hamstring muscles; it can indicate an extension 
lesion of the sacrum, if that bone is locked against 
anterior rotation upon the ilium. Pain, on increased 
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Plate 11.—In test movement 1 (moderate elevation) pain may be elicited if there is hip joint disease 
Considerable elevation, causing hamstring tension, tends ta cause pain if the sacroiliac joint is implicated. 
If the ilium is fixed, as in test movement 2, it partially prohibits sacroiliac motion, and if pain lessens 
suggest diagnois of sacroiliac strain. In test movement 3, dorsiflexion of the foot exaggerates tension on the 
sciatic nerve but _—, no increase of strain on the sacroiliac joint. A pain response suggests sciatic 


irritation (Adapted from Mennell). 


. 
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extension of this movement, implicates the lumbar 
spine. 


For Goldthwait’s sign, with the patient supine, 
straight leg lifting is attempted with the knee fully 
extended and the foot dorsiflexed: with the examining 
hand placed under the lower lumbar region, the 
operating hand raises the leg. Pain immediately pre- 
ceding that in the lumbar spine tends to confine it to 
the sacroiliac joint or its ligaments. Pain occurring 
only after motion has invaded the lumbar spine places 
its probable cause in that region. However, in anterior 
sacral slips the value of this test is doubtful as the 
joint lock and the leverage effects of the test coincide. 


For Gaenslen’s sign, with the patient supine, one 
leg is hyperextended over the edge of the table while 
the opposite knee and hip are acutely flexed upon the 
abdomen, to lock the lumbar and sacral joints. In 
anterior iliac slips the test is essentially negative for 
obvious reasons. In Ely’s sacroiliac test, with the 
patient prone, the knee is flexed and the leg hyper- 
extended at the thigh. Although it may be employed to 
test iliac mobility, its value is essentially limited to 
hip-joint disease, or where spastic muscles or fascial 
irritants have set up chronic flexion contractures in the 
hip or thigh. None of these tests is impressive, although 
generally they are helpful. 


An analysis of lumbar and sacral lesions involves 
consideration of all component elements of the joint: 
osseous, periosseous, cartilaginous and intravertebral 
dise structures, and deep connective, fascial and muscu- 
lar tissues. Proper discrimination is important to 
successful interpretation of any and all findings. It is 
possible to have a broad appreciation of the ill effects 
of lumbar and sacral disorders beyond the circum- 
scribed limits of local pathology and the internist may 
well view their consequences in the light of internal 
medicine. 


In strains or sprains it is assumed that ligaments 
are primarily involved not necessarily to the point of 
rupture, but rather to the extent of molecular break- 
down and reduced elastic content. In such instances 
the joint may become frankly hypermobile, or may 
hold as a matter of choice a structural deviation and 
semiworking condition within the restricted zone. 
Again the joint may enter. into deep protective articular 
or spastic “set.” After injury joints may recover only 
partially from maladjustment and strain, and thereby 
set up a secondary chain of pathological iniquities 


Plate 12.—Illustrates general position of patient and operator for 
reduction of sacroiliac and lumbar subluxations. 
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Periosseous injuries may open the way to more serious 
consequences, particularly traumatic arthritis. I» th. 
lower back, gross malformations of curve or acuy 
segmental axial faults invite early deterioration oj 
intervertebral discs. Exacted from the phenomenon oj 
orthograde existence, alterations of conventional form 
of the discs are common; in fact, one gain. th 
impression that after middle life well-preserved lise. 
are the exception rather than the rule. The history of 
discs is one first of high elasticity and fluid conten 
and later dessication through loss of both. Axial <:res. 
(compression) is shifted to the posterior vertebral 
columns and facets, and this is accompanied by «-tco 
arthritic lippings and spurs on vertebral bodies. ( :ross 
injuries to discs are not infrequent, although searceh 
as common as popular surgical trends would have + em 
They are not the answer to every unsolved disord:r of 
the lower back, but altered discs are a pertinen! and 
troublesome factor in chronic and recurrent lesion- 


In lumbar and sacral joint lesions, soft |:.su 
technic should not be pushed into a primary rok 
without regard first for the release of deep structural 
derangements and articular immobilities. Unless ther 
is a focal release of “pent up” segmental motion th: 
attendant muscles and connectives cannot resume ‘heir 
normal placement and working conditions. Long an 
strenuous manipulation of soft tissue merely adds 
physiological insult to already aggravated soft tissu 
Even in primary, or major, soft tissue lesions if the 
be complicated by deep spastic or articular joint lock. 
mage 4 mobilities should first be brought into immedi 
aa play. 


Intra-articular fixations may or may not be coniphi 
cated by subluxations. It is simply a question oi 
whether the joint is locked slightly within or slightlh 
beyond the extreme of normal range of motion. (nh 
when pathologically limited do these functional types 
of articular restriction occur in midrange of movement 
The technics of reducing arthrodial slips or “facet” 
syndromes must be sharp, precise, smooth and non 
traumatizing : they are corrective thrusts of exceedingl 
short amplitude. The range of any one joint is very 
limited and, once regional lockings, leverage and slack 
have been taken up, the residue of movement for 
corrective thrust is sharply confined. “Trigger” speed 
minimizes force and catches the articulation unpr 
pared. Quick “get-away” is essential to avoid tissu 
recoil and the instinctive reaction of the patient 
Specific bony technic properly performed within th: 
muscle guard is neither painful nor a physical insult 
to the joint. Accurate measures of regional spinal 
lockings and leverage are mandatory. Physiologica!. 01 
“facet” locking is not a composite and synergistic 
movement of side-bending rotation: it is not physio 
logic movement, as ordinarily conceived, but it is «1 
attempt to penetrate and neutralize the muscle guard- 
and lock the facet mechanisms functionally in a mov 
ment of side-bending and antagonistic (reversed 
rotation—a functional attempt to duplicate the mov: 
ment which would find its organic counterpar! i” 
scoliosis. Ordinary passive movements cannot 0\«' 
come the resistance of a highly static joint. Reduction 
of deep intra-articular joint lock merely by putting 
joints through their ordinary paces may be physio 
logically tenable and good theory but, clinically, i' ‘+ 
just bad practice. Carried to an extreme, passive mo 
ments of synergistic side-bending rotation offer 
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strain of parts and, forced beyond safe limits, can 
result. disastrously. For example: to side-bend the 
cervical spine in one direction, hold the position and 
ittempt to rotate the spine in the opposite direction 
causes “facet” locking. It may be compared with 
typical physiologic side-bending and rotation in the 
same direction, in which instance the limiting factors 
ire tensile only. On completion of physiologic “facet” 
lockings transition to leverage is immediate and auto- 
matic and, if it is properly offset by counterlocks, 
leverage, or anchorage, a focal break of levers develops 
at the point of lesion. These preliminary positional and 
regional locks should always be established outside a 
point of forced strain. These measures not only pre- 
vare the way for effective leverage but also set up 
protective guards to the immediate articulating parts 
not involved. 

lexion is an anatomical lock. Lumbar flexion 
lock is determined from below upward and can be 
focalized to any desired break point in the. lumbar 
column. For the sacral joints, sharp angle flexures are 
4 necessary positioning procedure, Counterstabilization 
is obtained by extension side-bending rotation of the 
spine above. This partakes of the nature of combined 
physiologic and anatomical locks. All strong corrective 
thrusts should be delivered through the lower lever, 


FROG FOR DIAGNOSIS OF PREGNANCY—RUTTER 159 


never the upper—which latter is maintained only for 
the purpose of counterpositioning, stabilization and 
anchorage. The action of these two levers, properly 
controlled at the exact point of lesion, places the 
articulation under all the specific mechanical stresses 
required for reduction. Beyond this point angle thrusts 
are so given as to effect a corrective shear in line with 
the arthrodial planes of the joint involved. These 
tactical principles have multiple applications and adap- 
tations in the sacral and lumbar joints and can best be 
executed with the patient laterally disposed on the 
operating table. Corrective thrusts can be given as 
direct or crossed shears; in the latter case their force 
is transmitted through to the side opposite the one to 
which the thrust is given. The result of angle thrusts 
in many instances, is the indirect product of resultant 
forces set up. Many methods can be and are used: 
experience has proved to my personal satisfaction that 
procedures based on the technical principles just 
enumerated are the most effectual. The principles ot 
osseous technic do not rest primarily upon physiologic 
considerations but rather depend upon concrete propo- 
sitions of physics and mechanics. In these osseous 
mechanics may be combined all the accepted forms of 
stress—axial, tort, lateral bending and shear. 
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This report covers a series of 39 consecutive tests 
on 33 patients. All were females except one male 
suspected of having a teratoma. Full pertinent his- 
torical data are available for 31 of these. 


METHODS 

[he test is essentially an interstitial-cell-stimulating 
hormone (ICSH) determination. Eighty cc. of morn- 
ing urine are mixed with 160 cc. acetone; after 15 
minutes the supernatant fluid is poured off and the 
precipitate dried, stirred with 2 cc. distilled water, and 
centrifuged. The supernatant fluid is drawn off, the 
pH is adjusted to 5.5 with 10 per cent sulfosalicylic 
acid, and injection in the amount of 1 cc. is made 
subcutaneously into each of two frogs. A_ positive 
result consists in the shedding of eggs within 12 hours. 
Extrusion of 4000 eggs (2000 by each frog) is not 
unusual. If no eggs have been shed at the end of 18 
hours the test is considered negative and the frogs are 
rested for 1 week. Four weeks’ rest are required after 
positive result. 


RESULTS 
Results are summarized in Table I (tabulation 
only of tests in cases for which we had subsequent 
clinical confirmation). 


Present address: Research Division; Smith, Kline and French 
Laboratories, Philadelphia, Pa. 


TABLE I 
Results of Tests 
Positive Negative Total 
No. PerCent No. PerCent No. Per Cent 
Correct 18 100.0 10 76.9 28 90.3 
False i) 00 3 23.1 3 9.7 
Total 18 100.0 13 100.0 31 100.0 


It will be noted that there were no false positive 
tests. Of the three false negative tests, one was recorded 
in the ninth lunar month of a pregnancy, in the third 
month of which a positive result had been obtained. 
This is in keeping with the common finding of false 
negative Friedman and Aschheim-Zondek tests in the 
last trimester of pregnancy. The other two false nega- 
tives were obtained from patients in the first and 
second weeks of delay in menses; another test 1 week 
later was strongly positive and was subsequently 
clinically confirmed. This is in agreement with the 
results of other workers, although true positives have 
been recorded 2 weeks after the first day of missed 
menses. It is believed that the test can” be made more 
sensitive by doubling the amount of urine used. 


OBSERVATIONS OF CLINICAL INTEREST 


In one case only 100 eggs (2 frog total) were 
shed in a test on November 27, 1945, following a 


Friedman test which had resulted in the death of the 
rabbit. Early in December the patient exhibited signs 
of threatened sponianeous abortion or ectopic preg- 
nancy, and was placed under appropriate therapy. A 
normal viable child was delivered on July 8, 1946; on 
July 10, a retained placenta was removed by manual 
extraction under general anesthesia. 

A second case, giving clinical evidence of a 6 
weeks’ pregnancy and yielding a 2 frog total of 1000 
eggs, aborted spontaneously 4+ days later. 

A third case gave a 2 frog total of 4250 eggs 
after 11 days’ delay in menses. A fourth case was a 
male suspected of teratoma. The negative test on this 
patient was followed by clinical confirmation that no 
teratoma existed. 

CONCLUSION 
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The Xenopus test is simple, rapid and economical. 


An Evaluation of Routine Cephalopelvimetry 
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So far as the results of these few cases can be takey 
as criteria we should say that it is accurate, that the 
positive result is unmistakable; that after 2 weeks 
delay in menses, false negatives are not to be expected: 
that false positives are rare at any time. The tes 
result is apparent in 5 to 12 hours or sooner. 


Unlike other pregnancy tests, the Xenopus techni 
seems to possess quantitative aspects: weak pos’ ives. 
in particular, may indicate abnormal pregnircies 


(cases 1 and 2) or complications. 
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of Sixty White Primiparas* 


W. L. TANENBAUM, D.O. 


INTRODUCTION 

Cephalopelvimetry having been proved a safe 
and desirable procedure, the obstetrical committee of 
the Metropolitan Hospital, Philadelphia, established a 
mandatory routine radiographic examination of all 
primiparas, 10 days to 2 weeks before their expected 
date of delivery. This procedure was started October 1, 
1945. 

This paper will cover the first sixty cases ex- 
amined and delivered from that date to and including 
August 20, 1946. 

Multiparas examined during that period are not 
included in this series. 

PURPOSE 

The purpose of this paper is to evaluate our 
procedure of compulsory cephalopelvimetric x-ray 
examination of all primiparas. 

I have not considered various methods used, since 
they have been capably described in the literature.“: 2) 
Individual factors and equipment available help to 
determine the choice of method. 

At the Metropolitan Hospital, we use the method 
of pelvimetry devised by Snow,® modified by de- 
termining the volume by a geometric formula (volume 
of sphere from known diameter) from the average 
diameters of the inlet, midpelvis, outlet and fetal skull. 
This modification was deemed advisable because of 
the experience of our obstetrical staff with the Ball 
technic* of cephalopelvimetry, which has been used for 
about 12 years in the x-ray department of the Phila- 
delphia Osteopathic Hospital. 

Basically, it was considered that only one method 
should be used so that proficiency in its use might 
better be acquired and the obstetricians become fully 
acquainted with its interpretations. 

The obstetrical committee further specified that 
only the x-ray departments of the Philadelphia Osteo- 


“Written as one of the requirements for certification by the 
American Osteopathic Board of Radiology 


Philadelphia 


pathic Hospital and Metropolitan Hospital shoul! bx 
the approved places for this procedure. This was don 
to eliminate as much as possible the human element of 
error, that computations might be made with a mini 
mum of variation. 

All of the cases in this series were seen by the 
Metropolitan Hospital x-ray department and computed 
by the Snow-Lewis method. 

TECHNIC AND CONSIDERATIONS 

The writer uses a routine of three 14 by 17 inch 
films: two for conventional technic and one for soft 
tissues of the abdomen, with chief attention to the 
placenta. If a breech presentation is noted, two mor 
films are taken to examine the fetal head for size and 
position. 

The following considerations are given to cacl 
case: (1) the size of the pelvis in two planes and at 
three levels; (2) the size of the fetal skull in two 
planes; (3) presentation of the fetus; (4) type of 
pelvis and its contour; (5) site of the placenta; (6) 
appearance and development of fetus; (7) uterine wall 
and size, and (8) single or multiple pregnancy. 

The following can be visualized on these studics: 
(1) placenta previa, central or partial; (2) premature 
separation of placenta; (3) degree of hydramnios 
(4) extrauterine pregnancy; (5) tumors which ma) 
cause dystocia; (6) plane of birth canal; (7) gross 
bone pathology of hips, pelvis, sacrum, coccyx «nd 
lumbar vertebrae. 

This routine has been established as one measure 
to prevent or reduce fetal and maternal mortality nd 
morbidity. 

OBSERVATIONS 

A summary of the cases of sixty primip:ra> 
observed and delivered is noted, on the accompanying 
chart. 

We did not observe any multiple births in ‘us 
series. Twelve of the patients were over 30 year- 9! 
age, with extremes at 18 and 42 years. 
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The maternal pelvis is considered at three levels 
and two planes. At the inlet the volumetric measure- 
ments varied between 700 and 1472 milliliters. At this 


level, the smallest transverse conjugate measured 
49 cm. while the largest was 14.5 cm. Transverse 
diameters were between 11.6 cm. and 15.0 cm., and 
the total diameters were, therefore, in the range be- 
wween 22.2 em. and 28.2 cm. 

‘he midpelvic- computations were recorded in the 
range between 525 milliliters and 1181 milliliters. In 
the «nteroposterior diameter measurements were be- 
weer) 10.3 cm. and 14.7 cm., while the interspinous 


measurements ranged between 9.0 cm. and 12.1 cm. 
Tota! diameters were noted as 20.0 cm. for the smallest 
and 26.2 cm. for the largest. 

tutlet volumes were between 250 milliliters and 
milliliters. Posterosagittal diameters ranged be- 
ween 6.2 cm. and 11.7 cm., while the tuberosity 
diameters were within the limits of 9.2 cm. and 
12.5 cm. The total diameters ranged between 15.6 cm. 
ind 23.3 cm. 

‘he fetal diameters were averaged and _ placed 
between 8.9 cm., or an equivalent volume of 368 
milliliters, and 10.7 cm., or an equivalent volume of 
milliliters. 


etal presentations were as follows: 


Presentation No. of Cases Per Cent 
L.O.A. 20 33.3 
L.O.P. & 13.3 
7 11.7 
R.O.A 10 16.7 
RO.P 6 10.0 
R.O.T. 5 8.3 
Breech (L.S.A.) 3 5.0 
Breech (R.S.A.) 1 1.7 
Total 60 100.0 
The placental sites were located : 

Placental Site No. of Cases Per Cent 
Anterior or Ventral 27 45.0 
Superior or Fundus 7 11.7 
Posterior 25 41.7 
Low Ventral | 1.6 
Low Posterior 0 

Total 60 100.0 


Disproportions were considered as either frank or 
borderline. This is based on two basic principles to 
determine dystocia. One is taken from the Ball technic 
and used at the Philadelphia Osteopathic Hospital. This 
is a volumetric difference between the maternal pelvis 
at the inlet and outlet, allowing for cranial molding 
ind relaxation of soft parts. The difference at the 
mlet should not exceed 150 milliliters while at the 
outlet this variation is placed at 250 milliliters. 

The second one is based on the Snow-Lewis 
method and chief consideration is on the size of the 
maternal pelvis, but allowing for a normal cranial 
measurement. In this method we should consider a 
case as one with potential dystocia if (a) inlet 
diameters total less than 22 cm. or 700 milliliters 
(volumetric conversion); (b) midpelvic diameters 
total less than 21.0 cm. or 608 milliliters: (c) outlet 
‘iameters total less than 16.0 cm. or 269 milliliters. 

Secondary considerations must be given to the 
plteental implantation, position of the fetus, bone 
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structures and other factors enumerated at the begin- 
ning of this paper. 

Considering all of these factors, four cases were 
determined as frank disproportions and eight cases as 
borderline. The cases of frank disproportions had 
small measurements in at least two planes, marked 
volumetric disproportion between pelvic plane and fetal 
skull, or breech presentation with a small pelvic 
measurement. One was small at the inlet and midpelvis 
(Hospital Case No. 18745) and the other ( Hospital 
Case No. 18576) was small at the midpelvis and 
outlet. Case No. 19412 was a breech with a small 
midpelvic measurement and it was tabulated as dis- 
proportionate. The fourth ( Hospital Case No. 19413) 
had a volumetric difference of 351 milliliters at the 
outlet and an old healed pubic fracture. 

’ The borderline cases had only one small measured 
pelvic plane or a borderline volumetric difference be- 
tween the fetal skull and pelvic (maternal) volume 
at one or more levels. 

Three of our cases had flat sacral curves and all 
presented difficult or surgical deliveries. 

Spalding’s sign of fetal death was noted in one 
case (Hospital Case No. 18352). This was confirmed 
at delivery. 

One case of hydramnios was reported ( Hospital 
Case No. 18351). At delivery the obstetrician con- 
sidered this confirmed since a slight hemorrhage was 
encountered and the patient lost about 300 cc. of blood. 

One case ( Hospital Case No. 18946) was reported 
as premature placental separation, with painless bleed- 
ing in the last trimester apparently due to low ventral 
or marginal implantation of the placenta. 

Four of our cases were in breech presentation. 
In three cases, the maternal pelvis was average or 
above average in size; one patient had a small mid- 
pelvic plane. The approximate measurements of the 
fetal skulls were considered as average. Two of these 
patients had normal deliveries and two were done by 
cesarean section. Case No. 19305 was sectioned as the 
method of choice on the part of the referring doctor 
and obstetrician, while the other was considered as a 
frank disproportion. 

Eight cesarean sections were performed in_ this 
series. Four of the cases were diagnosed roentgeno 
logically as positive disproportions; three more were 
borderline disproportions. The eighth case was discussed 
under breech presentation. One of the borderline cases 
had a definite small midpelvic volume and inadequate 
total diameters. The other borderline patient ( Hospital 
Case No. 19255) had a small midpelvis and at time of 
delivery, 2 weeks past the expected date, this was 
further complicated by a face presentation. A section 
was done, but the baby was stillborn. Case No. 19415 
was borderline, and in view of our prior experience 
with a midpelvic measurement below 608 milliliters, or 
21.0 cm. total diameter, it was decided that a cesarean 
section was the method of choice. 

Of note is the high incidence of the use of outlet 
forceps in spite of normal measurements. Our staff’ 
uses outlet forceps routinely with caudal analgesia. 
This is considered normal obstetrical procedure with 
this form of analgesia and not a method of inter- 
vention. Julian Mines and E. A. Holroyd® have covered 
this in their extensive work with caudal analgesia in 
obstetrics at the Philadelphia Osteopathic Hospital. 

In our series of sixty cases we had no maternal 
deaths. Four babies were stillborn. No cranial injuries 
were experienced in any of the babies. 
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SUMMARY 

Computations of cephalopelvimetry, established as 
a routine compulsory procedure in the Metropolitan 
Hospital, Philadelphia, in sixty cases of white primi- 
paras are evaluated. 

Twenty cases, 33.3 per cent of the series, had 
x-ray evidence of abnormal findings, fetal or maternal. 

Four frank disproportions were noted and 
cesarean sections were done. Normal babies were 
delivered in all cases with no maternal mortality. 

Eight cases were borderline disproportions. Three 
patients were delivered by cesarean sections; one was 
delivered by midforceps and the other four by outlet 
forceps. One of the babies was stillborn; there was no 
maternal mortality. 


Criteria of disproportions are: (1) a volumetric 
difference between fetal skull and inlet of the pelvis 
of 150 milliliters, or at the outlet of the pelvis of 250 
milliliters, provided no molding is present; (2) the 
volume or diameter of the pelvis at the inlet, midpelvic 
and outlet planes. A measurement which is less than 
700 milliliters or a total diameter of 22.0 cm. at the 
inlet, or a midpelvic volume of 608 milliliters or 
21.0 cm. total diameter, and at the outlet if less than 
269 milliliters or 16.0 cm., should be considered as 
incompatible with normal labor. 

Eight cesarean sections were done, seven of which 
were predictable and one was elective. No maternal 
deaths were encountered. No cranial injuries were 
seen in the babies delivered. Four were stillborn, one 
of which was predicted prior to delivery. 


Undulant fever is a specific, septicemic infection 
of man, of indefinite duration and with an irregular 
course. It is particularly distinguished by its diffuse 
reticuloendothelial and granulomatous effect. This dif- 
fuse effect accounts for the fact that almost any tissue 
of the body may be affected. The result is an atypical 
bizarre disease in most instances difficult to diagnose. 

The organisms responsible for this disease are: 
Brucella abortus, Brucella melitensis, Brucella suis. 
Whether these three organisms represent actual dif- 
ferences in bacteria, or whether they represent simply 
mutations of the same organism which result from 
cultural, environmental and virulency factors is an 
interesting speculation. The work of Mellon’ who 
reports experimentally changing the typical organism 
of avian tuberculosis through seven stages of complete 
change in morphologic, cultural and staining charac- 
teristics from the parent organism and then back again 
to the original type by aging and cultural methods, 
affords grounds for reflection on the similarities be- 
tween undulant fever and rheumatic fever, tubercu- 


*Delivered before the General Sessions of the Fiftieth Annual 
erene of the American Osteopathic Association, New York City, 
uly 1 1946. 


UNDULANT FEVER AND THE PUBLIC HEALTH—HARDY 


Undulant Fever and the Public Health* 


LOWELL M. HARDY, D.O. 
Portland, Me. 


ournal A.O.A 
ovember, 194/ 


CONCLUSIONS 
Twenty cases, or 33.3 per cent of the total series. 
had evidence of abnormal findings so that the obstetr; 
cian was forewarned of possible complications 


In this small series of sixty white primiparas 
cephalopelvimetry has definitely established itself as 4 
procedure of merit to prevent maternal death, un 
necessary labor and cranial injuries to the fetal <kull 

Cephalopelvimetry is an_ established pari of 
modern obstetrics and should be compulsory re itine 
procedure for all primiparas. Moreover, the wri'«r is 
in full accord with P. T. Lloyd,® our consultant adi 
ologist, who thinks that this routine procedure s} ould 
be extended to include all multiparas who hive a 
history of prior difficult labor or puerperal com) ica 
tions. 

The best time for the examination is 10 da.. 
2 weeks before the expected date of delivery 
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losis, virus pneumonitis and others. It indicates th: 
need for intensified mutation studies in other diseases 
The Brucella ‘organism has been called a fasticiou- 
bacterium because of the difficulty in culturing it 

In work at Duke University? it was discovered 
that the cultures of the lymph nodes of 19 cases 0! 
Hodgkin’s disease yielded 10 strong, positive cultures 
of the Brucella organism, especially Brucella suis and 
Brucella melitensis. Cultures of enlarged lymph gland: 
in patients with chronic undulant fever without 
Hodgkin’s disease demonstrated 3 patients who wer 
positive for Brucella melitensis and Brucella suis A 
control series of 67 lymph node cultures at routine 
biopsv showed Brucella suis in only one instance: 
Benning* states that the only consistent feature 0! th: 
srucella organism is its extraordinary versatilil) 
adaptability to growth in animal tissue. For the most 
part, however, the tissue changes produced are rey«rs! 
ble so that symptoms are established on a clinical 
rather than a structural basis. 


A number of types of undulant fever have (cc! 
carefully classified and adequately described in texts 
It is estimated that only about 10 per cent of undulant 
fever cases are acute; this phase presents a f'rl 
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typical picture. Though the acute condition is serious 
and may be fatal, the chronic phase of the disease 
poses questions in diagnosis and treatment which far 
transend it in importance. In contrast to the acute 
disease, chronic undulant fever has been recognized 
in relatively few areas of the United States. When 
a larze number of cases has been discovered in a 
certain region, it has been largely the result of a 
determined effort on the part of a few investigators 
to learn the true incidence of this disease. Hardy‘ 
reported the occurrence of 1,669 cases in one state 


(lowa) from 1925 to 1935. Urschel® tested 124 
patic:ts (Indiana) with suggestive histories for un- 
dular | fever by means of the intradermal test. Seventy 


of these, or 56.4 per cent, gave a positive skin reaction 
to the vaccine of Brucella abortus and Brucella suis. 
Fifty-three, or 42.8 per cent, were considered to have 
clinically active undulant fever. Reports from widely 
separated sections of the United States indicate com- 
parable statistics. In spite of these spot checks there 
are those who would be of the belief that these are 
the only foci of the infection. In contrast to this 
it is my opinion that the disease may be encountered 
wherever animal reservoirs of infection exist. 

Chronic undulant fever 1s a disease presenting a 
clinical picture which may be characterized by a com- 
plete lack of objective findings and yet the patient 
may complain of marked weakness and fatigue so 
that in most instances the disease will be diagnosed 
as neurocirculatory asthenia, neurosis or constitutional 
inadequacy. Chronic undulant fever may present it- 
self with a single symptom of perhaps backache or 
headache or any one, or groups, of the 150 symptoms 
which have been attributed to it. The central nervous 
system is often involved and the case is diagnosed as 
psychosis or as thyrotoxicosis. Victims of arthritis 
who are not responding to therapy, and those with 
rheumatic fever who are not doing well under ap- 
propriate management, may have undulant fever. 

Pray® observed 40 cases in children and listed the 
most prominent symptoms in the following order of 
frequency: Nervousness in 70 per cent, head colds 
and fevers in 65 per cent, diseased tonsils and adenoids 
in 56 per cent, abdominal pain in 32 per cent, sweating 
in 30 per cent, headache and cardiac disorders in 20 
per cent, enlarged liver and spleen in about 5 per cent. 
In his opinion, undulant fever is capable of involving 
the nervous system to such an extent as to cause 
typical chorea. He also states that diseased tonsils 
and adenoids may be caused by Brucella abortus. 

There is abundant evidence’ that undulant fever 
causes disease throughout the respiratory tract and the 
pulmonary changes reported have not been distin- 
guished from those associated with chronic sinusitis. 
Sinusitis and pansinusitis with bronchiectasis, slowly 
resolving bronchopneumonia, lung abscess and chronic 
bronchitis, all of which predispose to bronchiectasis, 
have been reported associated with undulant fever. 
All the criteria necessary for bronchiectasis are af- 
forded by Brucella infection : 


(1) It localizes in the respiratory tract and may 
remain dormant for years. 

(2) It is resistant to treatment. 
_ (3) It may simultaneously cause mucosal infec- 
tion throughout the respiratory tract, and 

(4) It frequently initiates colds and other acute 
respiratory infections. 
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In short, this disease is a greater imitator than 
syphilis or tuberculosis. 

Evans* has made the statement that undulant 
fever challenges the right of the physician to,make a 
diagnosis of neurasthenia. Davis* has asked the fol 
lowing questions which should receive consideration 
“How many thousands of misfit children — ‘bright 
enough’ but unable to concentrate, inattentive and 
exasperating—are overstimulated by a_ septicemia 
which produces an undemonstrable cerebrospinal irri 
tation? How many of our youth with a pitifully 
inadequate physical and emotional balance are crim 
inals as a result of the same overstimulation? . . . 

“How many of our antisocial adults—brilliant 
people’—who are unable to adjust their emotional 
beings to a cooperative society, are afflicted with 
brucellosis? They are among those who have not the 
will to succeed nor the will to progress. 

“How many divorces are the result of this same 
series of conflicts, brought on by glandular imbalance 
following infection with the brucellosis organisms ; 
and what percentage of those judged legally insane 
are victims of brucellosis?” He adds to this his per 
sonal comment that he has been informed that a 
larger per cent of the inmates of one of the state 
institutions are Brucella victims than are syphilitic, 
and that he would prefer a diagnosis on himself of 
syphilis rather than of brucellosis because of the 
greater specificity of antisyphilitic treatment. 

Goats, cattle, swine, rabbits, as well as sheep, 
horses, dogs, mules, poultry, wild deer and buffalo 
all may serve as reservoirs of Brucella infection, al- 
though the animals of the latter group are probably 
not an important source. The occurrence in horses’® 
may indicate the reason for recurrence of the disease 
among other farm animals after supposedly disposing 
of affected dairy cattle, swine and goats. The organism 
has been found alive in soil more than 3 months after 
it has been infected by fecal discharges and putrefied 
tissues, after 2 months in Rocquefort cheese, 4 months 
in refrigerated butter, and 10 days in refrigerated 
milk. Infection of cattle may take place through the 
ingestion of contaminated food, through the con 
junctival sac, and through normal or minutely abraded 
skin by pressure or friction. The spread of infection 
to man may take place in any one of several ways 

(1) By ingestion of, or contact with, raw infected 
milk or milk products or milk incorrectly sterilized 

(2) By contact with discharges of the aborted 
fetus and its membranes from infected cattle (veter 
inary surgeons ). 

(3) By contact with infected animals or carcasses 

Direct transmission of the disease from man to 
man, or through insect vectors, has not been demon 
strated. 

Diagnosis of this disease is based upon three 
factors: (1) awareness of the disease; (2) suspicion 
of the individual case; and (3) laboratory findings 

The laboratory methods which were regarded as 
most useful are: (1) the Brucellergen intradermal 
test; (2) the opsonic (opsonocytophagic) test; (3) 
the rapid agglutination test; (4) culture (isolation of 
Brucella organism). 

It is unnecessary to outline fully the technics of 
these tests. An excellent description of them will be 
found in the Journal of the American Medical Asso 
ciation." 

The proper laboratory investigation of a suspected 
case of undulant fever requires not only the proper 
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conduct of the laboratory procedure, which is predi- 
cated upon the availability of a highly trained tech- 
nician, but also the skillful interpretation of the 
laboratory findings when they are obtained. The 
brucellergen skin test is negative if erythema alone is 
present. A negative skin test will usually rule out 
brucellosis. The bruceilergen test is positive if, in 
addition to an area of redness, there is also edema or 
induration, which measures from 0.5 to 7.5 centimeters 
or more in diameter. A positive test is specific for 
sensitization to Brucella organisms and is due to past 
or present infection. It does not, however, indicate 
the patient’s status of immunity which may then be 
obtained by the opsonic test. 

The Brucella opsonic test in a subject reacting 
negatively to the intradermal test will almost always 
show little or no phagocytosis. A subject reacting 
positively to the intradermal test is classified as in- 
fected when less than 40 per cent of his polymor- 
phonuclear leukocytes show phagocytosis; as infected 
but with questionable immunity if from 40 to 60 per 
cent of them show marked phagocytosis; as immune 
when 60 per cent or more show marked phagocytosis 
in the Brucella organisms. 

A negative agglutination test does not rule out 
brucellosis. A positive agglutination test consists of 
complete agglutination in a titer over 1 to 25. A 
positive culture may be obtained from various of the 
body secretions, especially in acute cases, and to dem- 
onstrate carriers of the disease the culture is the only 
absolutely unequivocal method of diagnosis. The 
organism is so difficult to grow, however, and is so 
fastidious in its choice of culture media that very 
few active cases of undulant fever will ever show a 
positive culture. In this connection, a culture medium 
has been described by Kleeberg'® which supposedly 
offers certain advantages over those now in ordinary 
use. Cross agglutinations may occur in patients ill 
with tularemia and may show a low titer for Brucella. 
The serum treated with cholera vaccine and those in- 
fected with cholera may also agglutinate Brucella 
antigen. In addition, it has been reported that the 
serum of 3 to 9 per cent of tuberculous patients will 
give falsely positive reactions to the tests. Most of 
the agglutinations however, occur at low titers. In 
these cases, it is likely that the intradermal reaction 
'o Brucella and the opsonic test will be negative. 

Various types of treatment have been reported 
tor this disease, including the sulfonamides, various 
types of dyes, colloidal intravenous solutions, vaccines, 
serums and many others. Like other diseases in which 
there are many treatments, probably none of them are 
of any great value. In my experience vaccine therapy 
continued over a period of from 18 months to 3 years 
at 3 to 5 day intervals and using a very slow increase 
in dose has been very satisfactory. In my opinion, 
vaccine therapy, artificial fever, and streptomycin may 
offer more therapeutic hope. 

The most important consideration in this disease 
is that it is preventable. Vaccination of calves with 
Brucella abortus strain 19 may assist in producing 
immunity in cattle, and reduction of the infection. 
Nearly 40,000 calves were vaccinated in the United 
States in one month, April, 1944, while in the same 
month 13,000 cattle were slaughtered as positive re- 
actors to the disease*®. It has been demonstrated that 
pasteurization will destroy the Brucella organism in 
milk. The universal use of strictly supervised pas- 
‘eurization will eliminate milk and milk products as a 
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source of infection. Education of the public is neces 
sary and particularly of the persons employed in farm- 
ing, slaughtering or veterinary medicine. Farmers 
and veterinarians, treating abortion in cattle, should 
wear rubber gloves and masks. Meat handlers in the 
slaughterhouses should take the same precautions, 
Rigid control by frequent testing and disposal of in 
fected animals, is necessary as well as recognition 
that stables and pastures and the water supply become 
infected when used by animal carriers of the disvase. 
Active immunization of the human being may be 
possible and practical in the near future. 


SUMMARY 

No attempt has been made to give a complete 
discussion of the subject of undulant fever. The litera 
ture is scattered. Research has been wholly carried 
out only in a few small areas. This paper has been 
merely an attempt to focus attention on a disease w hich 
is of the utmost importance to the public health -ince 
it is considered that approximately 10 per cent ©: the 
population is afflicted with it. 

One would expect more interest in a disease 
which increased 14,000 per cent in reported cases 
between 1925 and 1940. It has now been 41 years 
since Craig'* described the first authentic case of un- 
dulant fever in the United States. In 1942, Davis’ 
made a prediction concerning this disease to the etfect 
that, in his opinion, it would become one of the most 
discussed and probably accepted as one of the most 
important major public health problems in the United 
States within 5 years. This is the fifth year since 
the publication of that paper and as yet his prediction 
has not been realized. Lack of a concerted antiundu- 
lant fever campaign would seem to indicate that the 
mothers of American children at least are not aware 
of the danger of raw milk to their children’s health, 
since raw milk continues to be sold widely from barns 
inadequately supervised. Certainly one might expect 
mothers to take a stand in this regard, whether other 
groups were equally interested or not. Perhaps an 
estimation of the cost to the individual taxpayer of 
suffering this disease to exist would make a more 
forceful argument for its control. Reform certainly 
would follow an accurate report of the moneys spent 
in the support of public charges, in crime prevention, 
and loss of national income caused by this disease 
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The Treatment of Subacute Bacterial Endocarditis 


VICTOR RICHARD FISHER, D.O. 
Philadelphia 


In considering the therapy of subacute bacterial correct diagnosis can be established only upon the 
endocarditis we are met at the outset by the dramatical- finding of Streptococcus viridans in the blood stream 
ly changing therapeutic outlook. The new antibiotics This organism is the offender in 95 per cent of the 
have already proved to be a great advance in the cases of subacute bacterial endocarditis. The remaining 
treatment of this disease, which previously was almost 5 per cent are caused by nonhemolytic or hemolytic 
invariably fatal. The change can best be appreciated by _ streptococci. 
studying a summary of 347 cases of subacute bacterial The offending organism should be recovered be 
endocarditis treated at the Peter Bent Brigham Hos- fore specific therapy is started in any case, not only for 
pital from 1913 through 1944.1 The summary brings diagnostic purposes, but also to determine the in vitro 
out the following three points: sensitivity of the organisms to available antibiotics. A 
1. During the “presulfonamide era” (1913-1937) rational plan of treatment can best be formulated upon 
237 patients were treated. Of these 218 died in the the correlation of the in vitro sensitivity of the in- 
hospital; the remainder were discharged critically ill. fecting organisms to penicillin. Strains of organisms 
There were no known recoveries. inhibited by 0.1 unit per cubic centimeter or less can 
2. During the “sulfonamide era” (1937-1944) be eradicated in most instances. Those requiring up to 
90 cases were treated. Of these 35 were not diagnosed 0.5 units are more resistant clinically; when the in 
soon enough or were inadequately treated, and 55 vitro sensitivity of the strain is between 0.5 and 10 
received adequate treatment; 39 of the latter received units, even greater resistance is encountered. 
sulfonamides alone with no recoveries; 16 received It must be realized that the treatment of subacute 
combined sulfonamide-fever therapy with 4 recoveries. bacterial endocarditis is difficult and involved. Nothing 
3. During the “penicillin era” (January 1944 should be left undone because of any possible unfavor 
until that article was written) 20 patients were treated, able psychologic effect upon the patient. The patient's 
17 with “adequate course of penicillin’; 3 received chances of recovery must not be jeopardized because 
no penicillin (2 were diagnosed post-mortem and 1 the physician hesitates to alarm him by the initiation 
was admitted in terminal uremia). Eleven of the ade- of a necessary detail of management. The objective of 
quately treated patients responded to penicillin therapy the treatment should be three-fold: supportive, specific 
and have remained well for 6 to 18 months after and prophylactic. The patient must be placed where 
treatment. Five of the 6 deaths were attributed he can be cared for best and where he is to stay until 
respectively to congestive heart failure, general septi- recovery is complete ; he should therefore be hos 
cemia (Alcaligenes faecalis), a ruptured spleen, pitalized. 
coronary occlusion and massive hemorrhage from a a ee 
bronchus. The sixth case was considered inadequately 1. When the patient is febrile, absolute bed res: 
treated. should be insisted upon, but in order to help maintain 
This therapeutic change has placed an added body weight and strength, his position in bed should bi 
responsibility upon the physician in terms of early changed frequently. Sitting up in bed with prope: 
diagnosis of the disease. The diagnosis should be made support or in an arm chair can be permitted. 
as quickly as possible, for in early cases less penicillin When the temperature has returned to normal and 
and a shorter course of treatment will be required. remains so for a period of at least 5 days, and if the 
As a rule, patients who develop subacute bacterial patient feels well enough to enjoy it, he should be 
endocarditis have had a heart murmur for years, but encouraged to sit up, to move about and even to go 
otherwise have been in good health. The disease prac- outdoors. Climbing stairs, exposure and fatigue must 
tically never develops in a normal heart, and occurs be avoided. The return to normal activities should be 
most frequently in those which have some abnormality gradual and in proportion to his cardiac capacity. 
of the valve leaflets or adjacent endocardium, of either 2. No matter how ill the patient may be, his 
congenital or rheumatic origin. In brief, subacute general resistance must be maintained. This can best 
bacterial endocarditis is most frequently encountered be accomplished by the ingestion of nutritious food 
in congenital lesions, in mitral and aortic insufficiencies In general the patient should be allowed to eat all the 
due to a previous rheumatic endocarditis, and in food he is capable of digesting and absorbing. Since 
compensated mitral stenosis with a normal cardiac this illness is very frequently of long duration and 
thythm. Only infrequently does it develop in patients marked asthenia is not unusual, the patient should be 
with auricular fibrillation or with symptoms or signs carefully fed and his appetite should be stimulated 
of congestive heart failure. One should suspect its with various delicacies. 
presence in any patient with valvular heart disease who What to feed the patient ill with subacute bacterial 
has an unexplained fever for more than a week, endocarditis depends upon the time in the course of th« 
particularly if there is a history of tooth extraction or disease. If it is late a full diet should be given a trial 
dental manipulation prior to the onset of the symptoms. [If it is early the diet depends upon the severity of the 
In the early stages of the disease the usual findings of _ illness. If the patient is very acutely ill he should not be 
changing heart murmur, fever, embolic phenomena, disturbed by frequent attempts to feed him. He should 
splenomegaly and anemia may be absent and the _ be allowed to eat what he likes, and if he has no desire 
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tor food it will make very little difference, provided 
the duration of this attitude is not too long. During 
this interval, if necessary, glucose and proteins can be 
given intravenously so long as saline solution and 
rapidity of injection are avoided. Usually a liquid diet 
is given during the first few days of the disease. As 
the patient gradually progresses he is given a soft 
diet and later a general diet. The diet should be high 
in caloric content, from 3,000 to 6,000 calories a day, 
with sufficient energy value to attempt to maintain 
normal body weight. It should contain at least 1 
gram of protein for each kilogram of normal body 
weight and should be supplemented with all the 
essential vitamins and minerals. Supplementary vita- 
mins and synthetic proteins are helpful. 

3. Blood transfusions are helpful and particularly 
indicated if the total erythrocyte count drops rapidly 
and progressively to under 3,000,000. 

4. Osteopathic manipulative therapy should be 
directed particularly to the cervical and thoracic re- 
gions. The treatment should be of short duration and 
should not exaggerate the existing fatigue. 

5. Mild sedatives may be necessary during the 
day and the shorter acting barbiturates should be used 
at night. 

6. Oxygen is invaluable if heart failure should 
occur, and in some instances of cerebral emboli. 

SPECIFIC TREATMENT 

Penicillin, at present, appears to be the most ef- 
fective specific treatment for subacute bacterial endo- 
carditis. When the drug was first used disappointing 
results were obtained because, as Loewe? and _ his 
collaborators pointed out, “the dose was too small.” 

The daily dosage of penicillin and duration of 
treatment vary in different patients, but certain gen- 
eral principles can be suggested. 

1. At least 2 to 3 weeks of uninterrupted therapy 
should be given. 

2. The daily dosage should be that which attains 
average blood levels of four or five times the amount 
required for in vitro inhibition of the infecting strain. 
For the average case this dose will be between 500,000 
and 1,000,000 units each 24 hours. 

3. If the blood cultures remain sterile for 2 weeks 
after the penicillin has been discontinued, the possi- 
bility of a cure can be considered. If positive cultures 
are again obtained, a similar course of treatment with 
penicillin at a higher daily dosage is recommended 
Doses of penicillin as high as 20,000,000 units a day 
have cured the infection of some patients in which 
many months of therapy with from 2,000,000 to 10,- 
000,000 units daily has failed. The upper limit of 
human tolerance to penicillin has not yet been estab- 
lished, and it may be that as larger amounts of the 
drug become available, still higher doses will be found 
effective in the extremely refractory cases. 

Penicillin is best given by fractional intramuscu- 
lar injections at 2 or 3 hour intervals. It can also be 
given by the continual intravenous drip using approxi- 
mately 1200 to 2500 cc. of a 5 per cent glucose solu- 
tion as a vehicle for the desired amount of penicillin. 
It is best to avoid a solution of saline as the patients 
already have organic heart disease and may develop 
congestive heart failure or acute pulmonary edema. 

Since streptomycin may soon be generally avail- 
able, the therapeutic use of this drug in subacute 
bacterial endocarditis is of interest at this time. It 
must, however, be emphasized that streptomycin is 
still in its experimental phase and its value in sub- 
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acute bacterial endocarditis is still under investigation, 
Dramatic results have been achieved with the drug in 
a few cases which were resistant to penicillin. The 
most important limiting factor in this therapy seems 
to be the ability of many sensitive microorganisms to 
develop a resistance to the antibacterial effects of 
the drug. 

Although some success has attended their us«, it 
is now generally accepted that the anticoagulants uch 
as heparin and dicoumarol are not only unneces~:ry, 
but because of the danger of hemorrhage, are contra- 
indicated in the treatment of subacute bacterial e::do 
carditis. Since the prognosis has improved so gre tly, 
the risk of fatal hemorrhage occurring from 
otherwise would be a relatively unimportant infarc'ion 
of the brain or spleen is considered unjustifiable 


PROPHYLACTIC TREATMENT 

Since it has been reasonably well established 
most cases of subacute bacterial endocarditis © cur 
following tooth extraction or dental manipulation all 
patients who have valvular heart disease, either rev 
matic or congenital, should receive prophylactic t:«at- 
ment with either sulfonamides or penicillin or pre ‘er- 
ably both, for a period of 48 hours before and 
several days after extractions. A completely s:tis- 
factory prophylactic regime has not yet been prop: sed. 
Sulfadiazine can be given in doses of 4 to 6 grims 
daily either combined with penicillin or alone. |'eni- 
cillin can be given in a dosage of from 200,000 units 
to 800,000 units per day, either in combination with 
sulfonamides or alone. 

Opportunity to study the clinical course of sub 
acute bacterial endocarditis under penicillin therapy 
presented itself shortly after penicillin became avail 
able, in two patients who subsequently recovered, have 
returned to normal activities and are still free from 
infection. 

CASE REPORTS 

Case 1: An electrician, 58 years of age, was ad 
mitted to the Philadelphia Osteopathic Hospital in 
extreme congestive heart failure, stuporous and un 
questionably moribund, on September 13, 1944. 

Approximately 2 weeks before admission to the 
hospital, he had had several carious teeth extracted. 
Following this dental work, he felt very well for 3 
days, but suddenly on the fourth day experienced a 
chill and became so weak that he could move his arms 
and legs only with great effort. Within 48 hours 
he became dyspneic and pretibial edema appeared 
There was no cough nor hemoptysis. 

The patient’s history, until the onset of the pres- 
ent illness, was negative. There was no recollection 
of rheumatic fever, chorea or tonsillitis. He vaguely) 
believed he had had an attack of scarlet fever. The 
family history was positive for hypertension. 

Physical examination on admission to the hospital 
revealed an orthopneic, jaundiced male with extreme 
dental caries. There were diffuse moist rales through 
out both lungs which obliterated, until 2 days after 
admission, a systolic, apical murmur, transmitted to 
the axilla, and an aortic, systolic murmur. The liver 
was enlarged to 6 fingerbreadths below the right 
costal margin, and the spleen was enlarged to 3 
fingerbreadths below the left costal margin. There 
was marked pretibial and sacral edema. There was n° 
evidence of embolic phenomena. > 

The temperature was 101.4 F., respiration 50, 
and pulse 110. The blood pressure was 98 syst lic 
and 58 diastolic. 
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The patient was placed in an oxygen tent and 
oxygen was administered at the rate of 7 liters a 
minute. Rapid digitalization was instituted and he 
was given 1 cc. of mercupurine intravenously. One 
hundred thousand units of penicillin was given intra- 
venously followed by 25,000 units intramuscularly 
every 3 hours. 

Laboratory results were as follows: hemoglobin 
10 »er cent; erythrocytes 550,000 and leukocytes 1,600 

‘" cu, mm. with 71 per cent polymorphonuclear cells. 
Th Schilling index was 22/47 and the multiple index 
wa: 8.2. The blood sedimentation rate was 42 mm. in 
15 minutes. The urine was negative except for a one 
plus albumin. Blood culture taken on admission was 
neg:itive. 

Until blood could be secured, the patient was 
given fluids and blood plasma intravenously. Within 
the first 18 hours of hospitalization he received 1,500 
cc. of whole blood. He was then given a transfusion 
of 500 cc. of whole blood every day for 7 days fol- 
lowed by 500 cc. every other day for another week. 
A total of 6,500 cc. of whole blood was administered 

The response to initial therapy was encouraging ; 
immediate improvement was apparent. Within a week 
the pretibial and sacral edema had markedly dimin- 
ished. The liver and spleen decreased in size. The 
temperature, pulse and respiration reached normal 
limits within 5 days and remained so until the twenty- 
eighth day of hospitalization, at which time the tem- 
perature suddenly rose to 103 F. Blood culture taken 
at this time revealed a Staphylococcus albus in a non- 
hemolytic flora. The temperature receded to normal 
within 36 hours. On the forty-seventh day a blood 
culture revealed a Streptococcus viridans but there 
was no temperature rise at this time. On the sixty- 
sixth day of hospitalization, the patient experienced 
a sudden pain in the left hypochondriac area, which 
persisted for 48 hours and was accompanied by eleva- 
tion in temperature for 2 days. This attack was at- 
tributed to a splenic embolus with infarction. Blood 
cultures were negative. 

After admission, routine blood counts were per- 
formed every day for 10 days, and then approximately 
every 4 or 5 days. Within 2 weeks the hemoglobin 
rose from 10 to 75 per cent, the erythrocytes increased 
to 4,500,000 and the leukocytes to 6,200 per cu. mm. 
The Schilling index shifted to the right and the mul- 
tiple index decreased to 1.7. The blood counts remained 
at satisfactory levels for the remaining time of hos- 
pitalization. Subsequent urinanalyses were negative. 
Periodic blood sedimentation rates gradually improved 
to 23 mm. in 60 minutes as compared to the initial 
drop of 42 mm. in 15 minutes. 

X-ray examination of the chest 1 week after 
admission showed evidence of congestion in the lungs, 
and a cardiopathy. Left heart preponderance, aortic 
valvular disease in a regurgitant form and enlarge- 
ment of the great vessel region were noted. The 
electrocardiograph revealed normal sinus rhythm, a 
partial A-V block and left axis deviation. 

Initially, blood cultures were performed every 
day, and then every few days unless especially indi- 
cated, Only once was a Streptococcus viridans found. 
Several cultures were positive for Staphylococcus albus 
in a nonhemolytic flora. The great majority of cul- 
tures were sterile and remained so on 7 days of sub- 
culturing. 

_ Subsequent therapy at various times during hos- 
pitalization consisted of ferrous sulphate, gr. 10 three 
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times a day; pentnucleotides, 10 cc. intramuscularly 
three times a day and later once daily; yellow bone 
marrow glandules three times a day, and 1 ce. of 
reticulogen intramuscularly daily. 


The remaining time of hospitalization was un- 
eventful, except for the two marked elevations of 
temperature as noted above. 

Penicillin was administered initially at 25,000 
units every 3 hours, and at various intervals the dos- 
age was decreased to 10,000 units every 3 hours, 
depending upon temperature. Three times before dis- 
charge penicillin was discontinued ; twice the tempera- 
ture immediately rose. The rise in temperature which 
occurred on the twenty-eigth day of hospitalization was 
during a period when penicillin had been discontinued. 
Penicillin was resumed at 25,000 units every 3 hours 
and the temperature returned to normal in 36 hours. 
Blood cultures were negative at that time. The attack 
of embolism to the spleen occurred following a 9 day 
interval of penicillin withdrawal. 

Sulfapyridine and sulfamerazine were each ad- 
ministered for a period of a week, but no appreciable 
effects could be determined and the drugs were dis- 
continued. 

The patient was discharged on the eighty-erghth 
day of hospitalization, free of symptoms. 

The total dosage of penicillin administered was 
10,325,000 Oxford units and no toxic effects were 
observed. 

Case 2.—An accountant, white male, 27 years of 
age, was admitted to the Philadelphia Osteopathic 
Hospital April 8, 1945, with recurrent fevers and 
chills. Two weeks before admission he had had 
several teeth extracted. At that time he was not ill 
but was suffering from a mild sinusitis. A few days 
after the extraction of the teeth he noticed frequent 
headaches, attacks of vertigo and a sensation of 
fullness in the epigastrium. He was treated at home 
for grippe, but obtained no relief. The day preceding 
admission to the hospital, he had .experienced a chill 
followed by a fever of 104 F. He complained of pro- 
fuse night sweats and had lost approximately 15 
pounds in weight. 

Physical examination revealed an adult, white 
male in no apparent distress. A loud, blowing ma- 
chinery murmur (systolic and diastolic) was heard 
over the pulmonic area and was transmitted over the 
entire precordium. A thrill was detected over the sec- 
ond right interspace, and moist rales over the bases 
of both lungs. 

Upon admission the temperature was 100 F., 
pulse 100 and respiration 28. The history was positive 
for rheumatic fever and pneumonia. The patient was 
not a blue baby and there was no recollection of 
cyanosis. The family history was negative. 

Results of laboratory work were as follows: 
erythrocytes 4,800,00 and leukocytes 13,000 per cu. 
mm. with 76 per cent polymorphonuclear neutrophiles, 
of which 13 were stab cells. The multiple index was 
3.2 and the Schilling index was 13/63. The hemo- 
globin was 87.6 per cent. The sedimentation rate was 
23 mm. in 60 minutes. The initial blood culture was 
sterile. Sputum examination was negative for acid- 
fast bacilli, but revealed streptococci and some sarcinae. 
The quellung reaction was negative. The Huddleson 
agglutination test was negative in all dilutions. 

X-ray examination of the chest revealed good 
pulmonary ventilation, with no evidence of tubercu- 
losis. The heart showed slight left ventricular enlarge- 
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ment. The electrocardiograph revealed right axis 
deviation with, high voltage of the QRS complexes in 
all leads, suggestive of congenital heart disease. 

The temperature was of a septic type and varied 
between 99,and.103 F. throughout the first week of 
hospitalization, during which time the patient had no 
complaints. The initial order for penicillin was 25,000 
Oxford units intramuscularly every 3 hours. On the 
eighth day he suffered a severe pain in the lower left 
chest which proved to be a basal pulmonary infarction. 
The temperature elevated to 102.6 F. but the blood 
culture remained sterile. The Schilling hemogram 
showed a shift to the left, and the sedimentation rate 
dropped to 29 mm. in 60 minutes. Penicillin was in- 
creased to 40,000 units intramuscularly every 3 hours. 

Two weeks after admission, the temperature re- 
turned to normal and remained so for the duration 
of hospitalization. 

Sulfamerazine, 1.0 gm. every 6 hours was given 
to the patient during the early phase of penicillin 
therapy, but had to be discontinued because of a drug 
rash. 

The patient was discharged on the thirty-sixth 
day of hospitalization, free of symptoms. 


The total dosage of penicillin administered 
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5,600,000 Oxford units and no toxic symptoms we 


observed. 
COMMENT 


The importance of early diagnosis is illust 
by contrasting the total dosage of penicillin and 


period of hospitalization in the two cases presen 


The diagnosis was made late in the first cas¢ 
relatively early in the second. Both cases occ: 
following dental extraction and might have been 
vented by adequate prophylactic treatment. Th: 
case indicates the hope of cure for most patients 
have subacute bacterial endocarditis, regardless of 
desperate the circumstances. The degree of res 
functional damage to the heart in both cases 
minimal and both patients returned to their pre 
occupations. 
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A Thanksgiving Gift 


AVE you made YOUR gift to the new A. T. Still Memorial 


Building? This building will serve the useful purpose of hous- 


ing your National Headquarters, and the profession has assured the 
Committee on Fund-raising that it wants to build it. The campaign 
to raise by voluntary contributions the required $200,000 is making 


Already, over $113,325.70 has been given by 2,075 


of your fellow members. 


real progress. 


November is our month of Thanksgiving. We are inviting every 
member who has not yet contributed to make a Thanksgiving Gift. 
Your State has a quota to subscribe, and every member should wel- 
An Honor Roll of all con- 


Don’t wait to 


come an opportunity to do his share. 
tributors will be placed in the Still Memorial Room. 


be asked—send your gift to your State campaign chairman Today. 


Frank MacCracken, D.O. 
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PSYCHOSOMATIC MEDICINE 


(here has arisen in the world of medicine a new 
“psychosomatic medicine,” a field of over- 
lapping conditions that were previously a no man’s 
land of diseases. Actually, it is a range of study that 
constitutes a “coming down” from technical dynam- 
isms on the part of psychiatry and a “rising up” 
from organic materialism of internal medicine. It is a 
simplifying of psychiatry into terms understandable 
by the physician at large, and a shedding of light 
upon the mysteries of chronicity of 80 per cent of 
the average office practice. Flanders Dunbar’ has 
made a monumental contribution to our knowledge 
and has laid the framework for the study of man as 
a psychobiologic unit. As in all new fields there is a 
contest for control, and the psychiatrist and the intern- 
ist are engaging in a tug of war for its possession. 
Actually there should be no rivalry, but rather a co- 
operative association. Experience has shown that 
where the psychiatrist, internist and surgeon work 
together the patient benefits most. 

An increasing number of articles are appearing 
in the literature dealing with psychosomatic conditions. 
Bennett? for example, compared the difference in 
effectiveness between psychiatric treatment and medi- 
cal care in a series of somatic problems. Dock,* look- 
ing at the matter from the internist’s viewpoint, states 
frankly that in a large proportion of outspoken psy- 
choneuroses an alert and experienced physician can 
effect just as good results with a minimum of effort 
as could be obtained by the most prolonged psycho- 
analytic or other specialized study. The answer is 
probably between these two extreme views. Osteopathy 
has contributed much in this field. It is a matter 
worthy of comment that the subject of backache, an 


specialty, 


_ _1. Dunbar, 
York, 1943. 

_ 2. Bennett, 
simulating organic disease. J. A A. 130:1203-1208, April 27, 1946. 
. Dock, W.: Organic lesions sonatas from emotional 
Texas State J. Med. 41:398-401, Dec. 1945 


F.: Psychosomatic diagnosis. Paul B. Hoeber, New 


A. Ei: of psychiatric syndromes 


stress. 


EDITORIALS ‘71 


elementary condition to most osteopathic practitioners 
should. receive so much discussion in the literature 
with virtually no mention of the contributions we have 
made. Sargent,* for example, has studied the problem 
from an emotional standpoint and described cases 
from his service in the Army, many of which are 
very familiar to most of us. Such cases are the boys 
who, failing to receive relief from the military medical 
services, have sought osteopathic help on the outside, 
and very often successfully so. 


The value of osteopathic manipulative methods 
in psychosomatic conditions may stem from the re- 
laxation it produces in the distribution of the auto- 
nomic nervous system, At any rate the results obtained 
are not dissimilar to those reported by Schmidhofer,*® 
Sargent,* and others on the basis of their work with 
relaxation. Certainly there is much less complication 
in giving osteopathic corrective treatment. It is pos- 
sible, too, that those cases mentioned by Dock,’ re- 
sistant to psychotherapy, diet and drugs, might respond 
more satisfactorily to manipulative care than to 
sectioning of the vagi or thoracolumbar sympathetics. 


There is need of a closer cooperation between 
the osteopathic physician and the psychiatrist. It would 
certainly work to a greater benefit to the patient if 
expert manipulative care were used for symptomatic 
control of nervous symptoms rather than the use of 
sedatives and hypnotics during the course of psy- 
chiatric reorientation. It is this cooperative teamwork 
that we as a profession have still to learn. It is not 
necessary for us to defend osteopathy, nor to spend 
time “selling” it. Our concern should be first the 
recovery of the patient, and when our prescriptions 
are nondrug and manipulative in nature they should 
be applied to solve a problem and not to prove the 
truth of a system. In this way the osteopathic physi- 
cian contributes to a cooperative solution which, when 
reached, is neither to the total credit of the psychia- 
trist nor the osteopathic physician, but of both. 


Whether psychosomatic affections are epidemic, 
as Halliday® suggests, or not, we have an overwhelm- 
ing number of them on hand to be cared for, and with 
them there is a public consciousness of their true 
nature and an expectancy of some consideration of 
their dynamic nature. It is imperative that we be 
cognizant of this when we accept the responsibility 
of their treatment. There is also a public conscious- 
ness of the saneness of osteopathic methods, which is 
echoed in the groping by M.D. students. The study 
of Josey and Murphy’ on the effects of ruptured 
intervertebral discs in the lower cervical and upper 
thoracic regions and associated angina pectoris-like 
syndromes is somewhat of an eye opener to allopaths. 
Their reaction is epitomized by the authors: “The 
question of why certain patients with ruptured cervical 
disks have precordial pain as the presenting symptom, 
or, in fact, why they have any precordial pain, cannot 
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be fully answered, and the route of the nervous path- 
way conducting the pain is not known.” If one did 
not know about ruptured intervertebral disks these 
angina-like syndromes could very easily be grouped 
with the psychosomatic conditions. There is little 
doubt that osteopathic spinal lesions are responsible 
for many so-called functional illnesses. At any rate, 
osteopathic care along with psychiatric treatment offers 
the most effective solution available today in the field 
of psychosomatic medicine. 
Tuomas J. Meyers, D.O., F.A.C.N. 


GAIN THROUGH EVALUATION 


The profession may compliment itself upon the 
fact that its educational leaders do not fear to turn 
upon themselves the searching ray of self-appraisal. 
When the yardstick for such an analysis is Abraham 
Flexner’s Survey of Medical Education in the United 
States and Canada, published in 1910, this study takes 
on added interest. 

Mr. Morris Thompson, President of the Kirks- 
ville College of Osteopathy and Surgery, writing in 
this number of the JouRNAL, finally, after these many, 
years, indicates the valuable lessons that may be 
learned from that report to the Carnegie Foundation. 

Perhaps much of the article is strong medicine 
for the osteopathic profession, but if we are to con- 
tinue to build the school of osteopathic medicine on 
solid foundations, we must be brought to understand 
what such an undertaking really involves. Thomp- 
son’s article leads to such an understanding. 

Progress indicates motion forward. This article 
gives further emphasis to the Progress Fund and the 
timely reasons for meeting its important deadline. 

If the profession can see the significance of our 
position among the healing arts professions, and grasp 
our present opportunity, we can answer in_ the 
affirmative the three fundamental questions that 
Thompson raises, and thereby further develop an ap- 
proach to osteopathic education which will bring into 
full usefulness Still’s basic concepts of maintaining 
health and combating diseases; and at the same time 
we shall prepare the graduates of our colleges for 
all the exacting duties which comprise the general 
practice of osteopathic medicine. 

R. McFartane Tittey, D.O. 


M. A. LANE IN PANCREATIC RESEARCH 

November 14, 1946, marks the twenty-fifth anni- 
versary of the announcement of the discovery of 
insulin by Banting and Best. On this date in 1921 
they delivered, before the University of Toronto 
Physiological Journal Club, their first report on “Pan- 
creatic Diabetes.” While we give these investigators 
the credit and praise they deserve for the discovery 
they made, let us not overlook the research and 
discoveries of another pioneer in the field of pancreatic 
research. He was Michael A. Lane, discoverer of 
the alpha and beta. cells of the islands of Langerhans 
in the pancreas. 

In 1907, after 4 years of research at the Univer- 
sity of Chicago, Lane’s discoveries were reported in 
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the American Journal of Anatomy, Philadelphia, 
These discoveries were among the bases for the re. 
search of Banting and Best. Wherever a note on the 
history of the discovery of insulin is recorded, there 
also is the name of Lane and mention of his contriby- 
tion to pancreatic research. 

Lane continued as a research worker and a 
medical college teacher and finally, in 1914, went to 
Kirksville to teach and to focus his attention on 
investigations based on the principles of the ostec pathic 
school of healing. He continued there until his death 
in 1921. 

At Kirksville, Lane, Professor of Pathology and 
Immunology in what was then the American »chool 
of Osteopathy, worked on the problem of incr sing 
the antibody content of the blood by manip» lation 
directed to the innervation of the spleen, and |») the 
spleen itself. Some of his results were repor cd in 
the Journal of Osteopathy for December 191) and 
June 1920. He was of the opinion that this re-carch 
would lead to discoveries of greater momen: than 
his finding of the alpha and beta cells in the paicreas, 
though when he passed on no one knew the relation 
of those cells to diabetes. Although Dr. Line is 
named in nearly every book that deals with diabetes 
or with insulin, there is seldom mention of the fact 
that he later continued his investigations at a college 
of osteopathy, directing them to the solution of prob- 
lems based upon the principles of osteopathy. It is 
nevertheless a fact, and an important one. 


BETWEEN YOU AND YOU 


Just between you and me—the Association's | lome 
Building Fund is climbing steadily toward the goal. 
More than 2,000 members already have a share in it. 
It will be to your advantage and profit if it can be 
completed in time for the Chicago office to move in 
at the expiration of the current lease. 


Just between you and you, this is a question of 
cooperation—a two-doctor job—to wind up the cam- 
paign in 1946. One doctor gives his time to invite 
the other to take part in the project and the other 
greets him cordially, listens, and makes his contribu- 
tion. In the years to come both will feel proud of 
having helped to build this memorial to Dr. Andrew 
Taylor Still, which also will house the headquarters 
of the profession he founded. 


Successful human undertakings are the result of 
teamwork. The solicitor has paid his share in cash. 
He’s going on to contribute his time in addition. Per- 
fect teamwork means that he is met halfway by a 
doctor who thanks him for the privilege of helping 
in this important forward step. 
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Educational Fundamentals in Osteopathy* 


MORRIS THOMPSON, A.B. 


President, Kirksville College of Osteopathy and Surgery 
and the American Association of Osteopathic Colleges 


‘sefore discussing general problems of osteopathic 
eduction, it is necessary to define certain terms which 
will be used, and to understand each other as to their 
meaning. I shall sometimes employ the term, osteo- 
pathic medicine, to describe the practice of osteopathy, 
giving it its full significance and value as a general 
system of medicine and yet differentiating it from the 
commonly accepted meaning of the word, medicine, 
which is associated with drugs, and from the school 
of practice whose members bear the degree, M.D. 
I shall use the term, medicine, in the general, classical 
and true meaning of the word, which is the art of 
preventing or curing diseases ; the science which treats 
all disease in all its relations. 


In addition to these definitions, it is necessary for 
me to set the stage with regard to my own viewpoint 
and my own frame of mind in approaching the subject. 
Accordingly, there are certain personal references 
which I hope you will excuse. First, I am a layman; 
second, I have depended upon osteopathy for the care 
of my health since I was 6 years old, when an osteo- 
pathic physician, by the use of manipulative osteopathy 
alone, saved me from death from pneumonia, where 
an M.D. had acknowledged defeat; third, I return to 
education from the business world, where facts are 
facts and figures are figures, and a man soon learns 
that he is wise to seek out, recognize and face the 
unpleasant facts as well as the pleasant ones and to 
give first attention to the former. Accordingly, in this 
analysis of the problems of osteopathic education I 
shall make certain statements which may seem to reflect 
discredit on cherished ideals, attitudes and personalities 
in osteopathy. It is not my intention to be a deliberate 
iconoclast nor to make light of the great contributions 
that have been made by osteopathic leaders of the past 
or of the remarkable progress that the osteopathic pro- 
fession has made to date. I intend merely to take an 
inventory, which | hope will ignore all but true values 
and will help to chart our thinking for the present and 
future. 


Formal osteopathic education had its beginning in 
the fall of 1892. The first college was incorporated by 
Dr. Andrew Taylor Still and members of his family 
so that his system of healing would be extended and 
perpetuated. In a description of the college, Dr. Still’ 
said in part, “The object . . . is to establish a College of 
Osteopathy, the design of which is to improve our 
present system of surgery, obstetrics, and treatment of 
diseases generally and place the same on a more ra- 
tional and scientific basis.” 

The school as established then and during the 
early vears of the twentieth century provided facilities 
tor instruction comparable to the average and superior 
to some of the other schools of medicine of the time. 


“Delivered at the Raton Convention of the New Mexico Associa- 
of Osteopathic Physicians and Surgeons, May 31, 1946. 


Kirksville, Mo. 


But it was naturally isolated from the spark of medical 
renaissance which had been brought to a few American 
institutions by the few men from this country who had 
studied in the great centers in Europe. This spark was 
fanned into a glowing blaze in the Johns Hopkins 
University School of Medicine and became the prairie 
fire of revolution and renaissance in the first and 
second decades of the current century. The fire was 
spread as the result of the work of the Carnegie 
Foundation for the Advancement of Teaching, through 
a survey of medical education in the United States and 
Canada conducted by Abraham Flexner in 1909 
and 1910. The report of the survey was published by 
the Foundation in 1910 under the title, “Medical Edu- 
cation in the United States and Canada.”” 

I should like to quote a number of passages from 
that report and to recommend it for serious study by 
all who are directly interested in further solid develop- 
ment in osteopathic education. In announcing the 
purposes of the survey, Henry S. Pritchett,’ then 
president of the Foundation, said, “Meanwhile the 
requirements of medical education have enormously 
increased. The fundamental sciences upon which medi- 
cine depends have been greatly extended. The laboratory 
has come to furnish alike to the physician and to the 
surgeon a new means for diagnosing and combating 
disease. The education of the medical practitioner 
under these changed conditions makes entirely different 
demands in respect to both preliminary and _ pro- 
fessional training.” 

In referring to the study of the various divisions 
of medicine, Pritchett* said further, “In making this 
study the schools of all medical sects have been 
included. It is clear that so long as a man is to practice 
medicine, the public is equally concerned in his right 
preparation for that profession, whatever he calls 
himself—allopath, homeopath, eclectic, osteopath, or 
whatnot. It is equally clear that he should be grounded 
in the fundamental sciences upon which medicine rests, 
whether he practices under one name or under 
another.” 

In describing the general purposes of the survey, 
Flexner® said, “The attitude of the Foundation is that 
all colleges and universities, whether supported by 
taxation or by private endowment, are in truth public 
service corporations and that the public is entitled to 
know the facts concerning their administration and de- 
velopment, whether those facts pertain to the financial 
or to the educational side. We believe, therefore, that in 
seeking to present an accurate and fair statement of the 
work and the facilities of the medical schools of this 
country, we are serving the best possible purpose which 
such an agency as the Foundation can serve; and, 
furthermore, that only by such publicity can the true 
interests of education and of the universities them- 
selves be subserved. In such a reasonable publicity lies 
the hope for progress in medical education. 
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Flexner,’ referring to the problem of covering the 

various schools of thought in medicine, without par- 
ticular reference to osteopathy, included all of the 
‘livisions which existed in that time, and said in part, 
“Once more, whatever the arbitrary peculiarity of the 
treatment to be followed, the student cannot be trained 
to recognize clinical conditions, to distinguish between 
different clinical conditions, or to follow out a line of 
treatment, except in the ways previously described in 
dealing with scientific medicine.” 

In his sections dealing specifically with osteopathy 
he made two statements which are worthy of complete 
quotation and serious ponder by all of us even at this 
date. Of course it must be recorded here that there 
is not an osteopathic physician nor an osteopathic 
educator today who is not fully in accord with the 
truths contained in the statements, and it must also 
be recorded that the fallacies which he said he observed 
in organization for teaching have, many of them, been 
corrected for many years, if in fact they were as he 
reported. The statements : 

“Whatever his notions on the subject of treatment, the 
osteopath needs to be trained to recognize disease and to 
differentiate one disease from another quite as carefully as any 
other medical practitioner. Our account of the sect proceeds 
wholly from this point of view. Whether they use drugs or 
do not use them, whether some use them while others do not, 
does not affect this fundamental question. Whatever they do, 
they must know the body, in health and disease, before they 
can possibly know whether there is an occasion for osteopathic 
intervention, and if so, at what point, to what extent, etc. All 
physicians, summoned to see the sick, are confronted with 
precisely the same crisis: a body out of order. No matter to 
what remedial procedure they incline—medical, surgical, or 
manipulative—they must first ascertain what is the trouble. 
There is only one way to do that. The osteopaths admit it, 
when they teach physiology, pathology, chemistry, microscopy.”” 
“Nowhere is there the faintest effort to connect the ‘laboratory 
teaching’ with ‘clinical osteopathy’; perhaps because no school 
has anything approaching the requisite clinical opportunities. 
Once more, their tenets are not in question. Much difference 
of opinion prevails among them as to whether they should 
teach everything or only some things; as to whether they may 
use drugs in certain conditions or must confine themselves 
wholly to manipulation for ‘osteopathic lesions.’ However this 
may be, the osteopath cannot learn his technique and when it is 
applicable, except through experience with ailing individuals.”* 

I think it is of historical import to repeat a sen- 
tence from the last quotation. “Once more their tenets 
are not in question.” On more than one occasion in 
the course of the report Flexner disclaims any argu- 
ment with the basic concepts of osteopathy. He does, 
‘however, concern himself with what he alleged were 
the lack of adequate organization and adequate facilities 
for the teaching of the osteopathic institutions of that 
time. The point should be carefully made that he was 
also just as severe and just as forceful in his attack 
on many of the so-called orthodox schools. 

The impact of this report on orthodox traditional 
medical education in the United States and Canada 
was great. Commercial schools died like flies. The total 
number was cut to less than one half in a very few 
years. Those which did survive did so through the 
receipt of endowments from or through the influence 
of the Carnegie Foundation, Rockefeller Foundation 
and other great philanthropies or through more ade- 
quate tax support, in the case of the state university 
medical schools. It was discovered that proper medical 
education is an exceedingly costly process and that, 
since society has a stake in the origin and training 
of its physicians, society, either through philanthropy 
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or through the state, must bear a substantial part of 
the bill for that training, since its cost is beyond the 
reach of the individual. 


This is not to suggest that every surviving mica] 
school became a perfect school over night. Ey.n jn 
1925 Flexner in his book, “Medical Education,” had 
reason still to note and deplore the slow evoluticn of 
American institutions toward the fundamental, classi- 
cal values in good medical education. Nonet! 


less, 


progress was made. The commercial schools, with a 
few exceptions, were dead. The laboratory metho: was 


being adopted on a wider and wider scale. The m«dical 
school at Johns Hopkins was pioneering a ful!-time 
plan with some good influence on other institu’ 


ons. 
The revolution was over; the renaissance was in full 
swing. But what of osteopathic education? 

What was the impact of this sweeping revolition 
on a young, small school, at once proud but ser sitive 
of its smallness, its newness and its unorthodox, ? |i 
went immediately on the defensive. Because Fl}: xner 
said bad things about osteopathic education, i: was 
assumed that he was against osteopathy. Because arts 


of his report were bad, the whole thing was giv: :: the 
bad label. Osteopathy pulled into its defensive minority 
shell and went about its defensive minority way. | ittle 
time should be wasted on the discussion of historical 
“ifs.” However, it may well be wondered what ‘night 
have happened if some osteopathic leadership o! the 
time had recognized the underlying values in Flexner’s 
general study and had also identified the fact that he 
was no more severe with osteopathic education than 
he was with medical education in general. 

Nevertheless, that was not the case, and we must 
trace the history of osteopathic education and dey «lop- 
ment in the light of what actually happened. Osteopathy 
engaged in a race for numbers, sometimes at the ex- 
pense of some educational standards. Commercialistic 
interest and control which disappeared so rapidly and 
to such a large extent from the general field of medical 
education remained dominant in osteopathic education. 

Now we must examine one of the most significant 
phenomena of the whole history of medical develop- 
ment. This phenomenon centers around the fact that 
although osteopathic education continued in the pat- 
tern which led to destruction for the so-called orthodox 
institutions, in spite of these and other factors, oste- 
opathy and most of its institutions survived. They not 
only survived, but they grew and prospered; they not 
only grew and prospered, but they produced a pro- 
fession the vast majority in which did render, and have 
rendered, outstanding health service. The institutions 
not only survived and prospered and produced a worth- 
while group of physicians, but they slowly, painfully, 
haltingly, reluctantly at times, but steadily, evolved 
toward a form of organization and a philosophy ot 
operation in keeping with basic values in general 
medical education. The significance of this phenomenon 
should be examined objectively here for it points to 
many facts which can be helpful to the development 
of osteopathy now and in the future. 


I have identified a number of reasons for the 
survival of the osteopathic institutions and the pro- 
fession in the face of the denial of the educational 
revolution and the renaissance which follow: im 
general medical education of the time. The first o! 
these reasons may be attributed to the caliber of the 
majority of individuals who were attracted to «ste 
opathy during that period. 


For the most part they were of a vigorous pioneer 
stock, at least in terms of intellect, or they would not 
have answered the call of this buffeted minority school 
of thought in medicine regardless of its sublime logic 
or its therapeutic effectiveness. For the people of that 
time there was no attraction to osteopathy except its 
obvious truth and the opportunity it provided the 
individual to be of real human service. 

Another factor in the survival of the profession 
and its institutions may be described as the minority 
psychology. History has proved time and again that 
a militant, cohesive minority can accomplish almost 
any purpose that it sets about. Certainly osteop- 
athy of that early period demonstrated a militant and 
largely cohesive minority psychology. Associated with 
this reason is the fact of good organization with which 
osteopathy has been blessed both at the national level 
and in large part at the state level almost from the 
beginning. 

Quite another phase of the minority psychology is 
the state of mind sometimes described as the osteo- 
pathic inferiority feeling. When this state of mind is 
truly an inferiority feeling, it is greatly to be deplored. 
However it is my observation, as a result of a careful 
study of the history of the profession and of the 
profession today, that this factor is more often mani- 
fested in ways which are wholly desirable and which 
certainly should be maintained, if possibie, as a part 
of the professional psychology. These manifestations 
are many. First, and most important, is a consciousness 
on the part of the individual practitioner of the fact 
that he is a member of the minority school and, as 
such, is easily and constantly subject to scrutiny, and 
that he must therefore be right as often and as con- 
sistently as is humanly possible. This is resultant on 
the part of the individual practitioner in a caution and 
in a careful approach to practice which are certainly 
more to be desired in all schools of practice. The 
other important manifestation of this minority con- 
sciousness on the part of the osteopathic profession is 
found in organizational attention to postgraduate and 
refresher education on both required and voluntary 
bases to the point that the per cent of osteopathic 
physicians taking this type of work far exceeds the 
per cent of members of the dominant or so-called 
orthodox school who by this device keep themselves 
abreast of the ever-changing field of medicine so ade- 
quately described by Flexner :* “Medicine changes with 
startling rapidity; the student cannot be trained 
abreast of the times, still less launched on his pro- 
fessional practice as an actual learner or contributor, 
unless he studies under teachers who are active 
workers. The waters soon become stagnant unless 
continuously fed by fresh springs.” 


The final, most significant and dramatic reason for 
the survival of the osteopathic school, in spite of its 
early denial of basic fundamental truths instituted by 
the revolution in general medical education, and with- 
out which the other factors reviewed would not have 
been adequate for survival, lies in the powerful but 
simple fact that the new truth which Andrew Taylor 
Still brought to medicine is so sound, so good and so 
effective. It equipped its practitioners with a therapeutic 
tool so far superior to anything else of the time that 
the majority of them were, at that time, head and 
shoulders above practitioners of other schools— 
equipped, it is true, with superior education, trained in 
far superior institutions, but endowed with a limited, 
inhibited therapy. 
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Now, as Sigerist'® points out: “The study of 
history is not a luxury. History is one of the most 
powerful driving forces in our life. Unlike animals, 
we are conscious of the past, and the picture we carry 
in us of our history determines our actions to a very 
large extent, whether we are aware of it or not.” 

Osteopathy as a profession could have engaged in 
this productive occupation more in the past and could 
do more of it today. The things which Flexner, through 
the Carnegie Report, brought to general medical educa- 
tion in the United States and Canada with a revolu- 
tionary impact were not new. Flexner did not even 
propose them as new. They were simply the assembling 
and organizing of truths which had been demonstrated 
by the effective organizational values in medical educa- 
tion through the centuries, and which at the time of 
Flexner’s report were demonstrating their value by 
producing the great medical discoveries and the great 
medical scientists of the time, through their operation 
in the schools of central Europe. Further, the proper 
basis of medical education, as described by Flexner, is 
entirely without reference to or bearing on differential 
therapy. In other words, the organizational funda- 
mentals described by the report on Medical Education 
in the United States and Canada are just as sound, 
just as valuable, just as effective for education in 
osteopathic medicine as for education in any other 
school of medicine. 


Without reference to Flexner, an examination of 
the history of medicine and of medical education makes 
possible the identification of five factors in organization 
for medical education upon which a sound and solid 
program can be built. They have been found, all or in 
part, in many schools in many ages. They have no 
reference to therapy or to ideology in practice. They 
are timeless, schoolless fundamentals by which, in my 
opinion, a yardstick for measuring an institution for 
education in the healing art can be built. The degree 
to which these five fundamentals are operative in an 
institution will determine the value of the program of 
the institution. Those five fundamentals are: 


(1) A nonprofit form of organization, in fact and 
in spirit as well as in legal provision. 

(2) A recognition of the fact that society has a 
stake in the origin and training of its physicians, a 
stake which it must recognize by assuming the balance 
of the cost of good medical education over and above 
that portion which the individual may reasonably carry. 

(3) The presence of opportunity for good ad- 
vanced study. 

(4) The presence of fundamental research. 

(5) A program of full-time employment of teach- 
ers in both laboratory and clinical branches. 

It takes little analysis to discover that these five 
factors are all interrelated. It is easy to see that a 
program of full-time employment, for instance, is 
essential to good fundamental research. If it is not 
easily concluded that the commercial theory of opera- 
tion in medical education does not go with full-time 
employment, opportunities for advanced study and 
good research, I can certainly testify to you from my 
experiences that these things cannot be provided if an 
effort is made to balance the budget from the earnings 
of the institution, disregarding any effort to pay divi- 
dends or accumulate cash reserves from earnings. 

The next significant demonstration of the funda- 
mental nature of these values may be made as I have 
made it before by charging you to make any of your 
present or past criticisms of any of the osteopathic 
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educational institutions which I cannot trace back to 
the absence or weakness of one of these five funda- 
mentals. For instance, it seems to me that one of the 
most consistent criticisms of some of the osteopathic 
institutions is the absence of good postgraduate work 
and of opportunities for training at the specialty level. 
This criticism can be assigned to number three with 
no hocus-pocus of translation. 

Another of the more thoughtful criticisms of 
osteopathic institutions by the practitioner in the field 
is that not enough has been done to establish the “how” 
and the “why” of the therapeutic effectiveness of 
manipulative osteopathy and so to make possible its 
extension and its more effective use by the physician. 
Now this criticism sometimes is not directed point- 
blank at the educational institution but arises out of a 
vague dissatisfaction on the part of the doctor. I can 
assure you that it should be aimed at the educational 
institutions, for there and only there can that kind of 
research be done which like some work now happily 
in process in my own institution and in some of the 
others, will give promise of a better understanding of 
the effectiveness of osteopathy. Again, I can assure 
you that this research certainly is dependent on a non- 
profit form of organization and full-time employment 
of teachers, for research is expensive. Its product 
cannot be turned through the cash register and, for the 
most part, it must be done by men whose whole lives 
are given to teaching in all of its ramifications which 
include research and practice, as well as the more 
common understanding of teaching which involves the 
didactic classroom lecture. 


./The thing which has given osteopathy much of 
its vitality through its historically short existence to 
date has been the far-reaching newness of the thought 
which Still propounded and upon which the school is 
based. However, far too much of the teaching in its 
institutions from that time to this has been concerned 
with the parroting of Still’s thoughts and of the knowl- 
edge developed by others in other schools. The original 
spark of exploration given by Still, like many other 
sparks of knowledge, will die unless fanned and fed 
by further additions to that knowledge. Gregg"! speaks 
of the value of research to a teaching program in this 
way: “Another important bearing of research is its 
refreshing effect upon teaching. So valuable and so 
intimate is this relationship that it has been the subject 
of unnumbered essays, and the working principle in 
many an educational reform.” 

Another of the frequent criticisms of the osteo- 
pathic institutions by men in the field has been that of 
the preoccupation of the teachers with private practice 
and all of the ill effects which that preoccupation can 
have on the educational program. Certainly the answer 
to that criticism is found in the last, and to me the 
most important, of the five fundamentals—that of full- 
time employment of teachers in both the clinical and 
laboratory branches. 

The process of tracing back your criticisms to 
these five fundamentals could continue indefinitely. 
However, there is another set of tests which they must 
undergo before they can be accepted entirely. Those 
tests represent the questions of the educator concerned 
with the topical or surface manifestations of a teaching 
program. He will say, “But what of curriculum? You 
make no mention of this all-important device in your 
discussions of educational fundamentals.” I will say 
to you, get your full-time men, set the stage for their 
work with the presence of the other four fundamentals, 
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and you will have a curriculum. As a matter of fact. to 
the limit of its value to the institution, good men will 
insist on a good curriculum. In the Kirksville College 
an earnest committee of five men has met at least one 
night a week for 18 months wrestling with this 
problem, in spite of the fact that they know, as Wilbur? 
has said: “I once said that changing an established 
curriculum was as difficult as moving a cemetery. It 
still is.” 

Back to Flexner’* to have it said another \ay: 
“A good teacher of physiology, a sound teacher of 
medicine or surgery, would spurn the mechanical 
correlations of a set curriculum; each of them would, 
however ‘correlate,’ ‘associate,’ ‘recall’ at every breath 


—and, best of all, stimulate to further inquiry, reading, 
or investigation on the student’s part; but no iwo 
would perform the trick in the same way, as is the 
assumption and purpose of those who work out )!1ns 
of correlation meant to guide the instructor an! to 
shepherd the student.”’ 

Of course the next criticism of the topical © Ju- 
cator will be the problem of assuring that you + lly 


do have good men. He may contend that full tin is 
no guarantee of quality or he may say, as some |\\ 
said, that full-time institutional appointments sep 

a man from the “practical” aspects of practice w!)ic 
are so important for students to have and which 
be brought by the part-time man. This must be n- 
swered in two ways. Not all individuals who accept 
full-time appointments in a medical college are 
formly good. However, there is a quality in the 
motivation of the individual who will forsake the 
earning opportunity in private practice or in private 
industry, which almost universally assures the institu- 
tion that that man will do a good job. It does not mean 
that he will. bring to the full-time job the fullest 
accomplishment or the fullest skills, but it does mean 
that he will have an interest and a motivation which 
will lead him to acquire the knowledge and the skill 
necessary for him to do an ever better job. An occa- 
sional individual will seek refuge from the realities 
of life in full-time institutional employment. That 
individual soon finds, however, that the so-called hard 
realities of competitive life are kindly compared to the 
isolation accorded the inept by a group of hard- 
working, earnest men and women who are making a 
sacrifice for a good purpose and who see the refugee 
from reality as a millstone around the neck of their 
mutual endeavor. Further, it has been rightly said that 
there is no more severe critic than the undergraduate 
student. Undergraduate groups and individuals tind 
ways of expressing their lack of respect for an inept 
teacher that are not always kind, but are always 
manifest. 


Answering the criticism that the full-time clinician 
is separated from the practical aspects of private prac- 
tice is easy, if you but consider that the full-time 
clinician is not relieved of the responsibility of seeing, 
diagnosing and treating patients or, in some instances, 
even of assessing fees to be paid by the patient to the 
institution. The great value of the full-time appoint- 
ment comes from the fact that the men need not con- 
cern themselves with keeping life together from the 
proceeds of a practice and that they can give full 
attenion to any and all patients they choose regari|<ss 
of their ability to pay. 

Said another way by Flexner,’ it is just this: 
“Meanwhile, no limitation whatsoever is placed upon 
the instructor’s freedom to see and treat patients ins 
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or outside the hospital in order to gain experience or 
to render service—a provision of great importance 
often, however, overlooked by critics of the full-time 
system; he is simply freed from the necessity of 
earning any part of his livelihood by private or con- 
sulting practice—free, that is, to devote himself in 
what is for him the most effective fashion to the care 
of patients, the training of his pupils and the increase 
of knowledge.” 

While this particular organization of these par- 
ticular fundamentals may be original with this writer 
in osteopathy, the profession has been blessed with a 
group of leaders who have been aware of the need of 
classical values in medical education for many years. 
By and large, this awareness has been exercised 
through the activities of the Bureau of Professional 
Education and Colleges of the American Osteopathic 
Association, which slowly but rather surely has worked 
toward increased standards through the years. Another 
group of leaders not so much concerned with or 
interested in the actual details of good education has 
been. progressively more aware of the fact that good 
professional legislation is supported in the final analysis 
by only one thing, namely, good and ever better 
profcssional education. 

The combination of the interest and convictions of 
these two groups has led to a series of related con- 
clusions. First, the profession has discovered that the 
right kind of professional education is an extremely 
costly process. It has also discovered that professional 
progress is impossible without educational progress, 
and that good legislation is impossible without both. 
Since good legislation is to be desired, good education 
is also much to be desired, and since it is a costly 
process, and since the colleges do not have tax support. 
the osteopathic profession must pay for the good 
education which it requires. The profession has dis- 
covered that the educator who boasts about cash 
balance has sold his institution and his profession short, 
while the educator who speaks of deficits and budget 
funding likely is doing a good job. 

As a result of that discovery the osteopathic pro- 
fession has, during the past 2 years, subscribed over 
a million dollars to its educational institutions. While 
that is a good start for a profession just learning these 
truths, in the long run it has accomplished only two 
things toward the problem at hand. First, it has taught 
the osteopathic profession that it can give and raise 
money; and second, it has given the colleges just 
enough money for them to make a start on the kind of 
program which they must prosecute during the years 
to come; and to demonstrate to themselves, to the 
profession, and to society that they can spend to the 
benefit of the profession and of society. 

The result of these various developments has 
raised three fundamental questions, which the profes- 
sion must face squarely now and answer finally and 
courageously. 

These three questions are: 

First, we have required the educational institutions 
to expand and improve to the point that their program 
now requires substantial sums of outside money each 
year ; will we give or get the money necessary for them 
to continue that type of program? 

_ The second question is related and is equally 
significant. The standards of operation which have been 
mstituted in our educational institutions are of the 
tvne which preclude any semblance of mass production. 
The very people whom we have introduced into our 
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colleges to raise their standards will not compromise 
their own personal standards to accommodate quantity 
production of physicians. Therefore, shall we fight the 
battle of quantity or the battle of quality? 


The third of the fundamental questions raised by 
the situation has been frequently posed, and it goes 
something like this: Having accelerated our standards 
to approximate and, in some cases to exceed, the 
standards of the orthodox or dominant school of medi- 
cine, will we be able to continue the teaching of funda- 
mental manipulative osteopathy, and will the products 
of our school be interested in practicing manipulative 
osteopathy ? 

I should like to discuss these three questions 
separately. The first one: Will the profession give or 
get money necessary for its colleges to continue the 
expanded and improved, but exceedingly expensive, 
program of professional education? There is only one 
answer which goes with survival. The answer is a 
sincere, immediate, demonstrated and generous “Yes!” 
Many of the colleges have recently increased their 
clinical earnings, and have improved their methods of 
operation. They will, some day, get endowments, 
grants, and governmental assistance, all of which will 
help in offsetting increased expense. However, never 
will the profession as a group or as individuals be 
relieved of the responsibility of contributing gener- 
ously, personally, to osteopathic education or of seeing 
that their grateful patients do likewise. To me it is a 
desirable thing that there is this interdependence be- 
tween the profession and the colleges. It will keep the 
colleges accountable to the profession and the profes- 
sion vitally interested in the colleges. 

The answer to the second question should also be 
fairly easy. Shall we fight the battle of quantity or 
the battle of quality? History will probably some day 
record that the quantity production of osteopathic 
physicians during a certain period was desirable or, at 
least excusable, especially when it is considered that 
this production was accomplished in part during a 
period when physicians of other schools were pro- 
duced under conditions no more desirable. However, 
the day when that can be accomplished safely and 
with even comparative justice is past. The only possible 
answer in these days is the battle of quality. The 
dominant school with an educational plant of some 70 
institutions compared with the 6 osteopathic institu- 
tions; and with a total membership of 175,000, com- 
pared with 11,000, has the battle of numbers won. It 
had that battle won in the beginning and will keep it 
won. In the battle of quality it is always floundering, 
however. It floundered in a helpless, directionless way 
when Still rebelled and brought forth a system of logic 
in healing. It flounders today, having accepted most of 
the differential philosophy which Still announced, but 
knowing little of the method which goes to make that 
philosophy effective for humanity. Since the osteo- 
pathic profession has the battle of quality won, in 
terms of medical armamentarium, it must reinforce 
that victory in terms of selection of individuals and 
in terms of their training. Professional legislative 
philosophy, wherever built on the hopeless battle of 
numbers, must be reorganized on the basis of quality 
of individuals and quality of the service which the 
individual renders. 

Finally, will we be able to teach fundamental 
manipulative osteopathy and insure that the product of 
our school will practice it? The answer to this, again, 
is yes. Full-time teachers, both in the clinical and in 
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the laboratory or basic science branches, are not con- 
tent to give their lives to a minority school unless that 
minority school is true to the reasons for its separate 
existence. Adequate staffs of full-time teachers, ade- 
quately paid, can teach manipulative medicine. They 
are not content to do otherwise. It must be so well 
taught, however, in combination with other modalities, 
and its superiority so effectually demonstrated clinical- 
ly, that the choice of the intelligent student will be the 
logical choice of using the best that he knows, rather 
than the only thing he has been taught. The careful 
selection of students of high caliber qualified to enter 
any school of practice will assure a vast majority of 
students who enter osteopathy by choice. Having done 
that, those students will not only accept basic manipu- 
lative osteopathy but will demand it and will demand 
that it be better taught. And if it is better taught, they 
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will practice it by choice in every case possible, because 
it is better for the patient and better for them. 


Kirksville College of Osteopathy and Surgery. 
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The Evanston (Ill.) Township High School Guidance Program 


LAWRENCE W. MILLS, M.A. 


Vocational Director, American Osteopathic Association 


The Evanston (Ill.) Township High School is 
one of the most beautiful in the country. Nearly 
3600 students are fortunate in having the opportunity 
of acquiring their fundamental training in this huge 
Romanesque type building. Unlike many of the high 
schools in the country, the Evanston High School is 
not evercrowded and, although the enrollment is huge, 
every student has an opportunity for careful guidance, 
not only in his high school courses, but also for 
possible occupations after his high school training. 

Mr. Paul A. Young, Director of Guidance and 
Research for the Evanston Public Schools, is in charge 
of the complete guidance service, which is the most 
comprehensive that the writer ever has seen in a 
high school or university. Mr. Young is the past 
president both of the Iowa and of the Illinois Guidance 
Associations, and has held several important offices 
in the National Vocational Guidance Association. 
Having had 23 years in school administration, as well 
as an active career in vocational guidance and coun- 
seling, Mr. Young has been outstandingly successful 
during the past 4 years in building up a nationally 
known guidance program in the Evanston Township 
High School. 


This program is unique and so comprehensive 
that the high school received national recognition in 
the summer of 1946, when Mr. Young was called to 
Washington to explain his program to the officials 
of the American Council on Education. Mr. Young 
has been commissioned by the Council to write three 
books on the Evanston program, which will be widely 
distributed to superintendents of public schools in the 
United States by the Council. A day rarely passes 


Chicago 


without high school or university educators, who have 
travelled from all parts of the country, visiting the 
Evanston public schools, to see how effective and how 
valuable a guidance program can be. 

During the freshman and sophomore years the 
students are given an effective orientation program 
concerning study habits, general occupational fields 
and the importance of personality development. In 
the start of the junior year students are eligible to 
join “career clubs.” At the present there are 46 
career clubs in existence in this high school, ranging 
from accounfing and aeronautics to osteopathy and 
teaching. Each one of the career clubs meets from 
4 to 6 times during the school year in the carly 
evening, so adult leaders will be available. As far 
as possible it is planned that the clubs meet where 
the occupation takes place or at places where educa- 
tional training can be secured. Parents of the students 
are always welcome as listeners and returning service 
men are invited to attend club meetings. 

The osteopathic profession will be interested to 
know that Dr. D. D. Waitley, who is the vocational 
chairman of the Kiwanis Club in Evanston, is an 
active adviser of the osteopathic club in the high school 
program. Mr. Young paid Dr. Waitley a high com- 
pliment when he said that Dr. Waitley was most 
active and interested in seeing to it that the students, 
who have expressed an interest in osteopathy, are 
given not only the advantages but also the di sad- 
vantages to be found in the osteopathic profess: —" 
Last spring Dr. Waitley spoke to a large number 0 
students interested in the various fields of the he: ling 
professions. 
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Membership in the many career clubs is entirely 
voluntary. Last year over 800 juniors and seniors 
took advantage of these clubs to discover for them- 
selves the qualifications, academic and personal, which 
are required by certain occupations and also the 
specific type of work that they would be required to 
perform in particular occupational fields. The students 
are encouraged to join at least three career clubs. 
When a student shows an interest in a particular 
occupation, he must have more than simply an interest 
in that occupation. 


From the first year on various psychological and 
aptitude tests are given to each student. His intelli- 
gene quotient is determined and various tests are 
administered to determine his basic skills in mathe- 
matics, language, reading comprehension, reading 
vocabulary and mathematical reasoning. Various 
tests are administered to determine scholastic and 
scientific aptitudes, and aptitudes in art and music, 
business, mechanical and industrial fields. The stu- 
dent and his parents are carefully advised on the basis 
of this comprehensive testing program, and the actual 
results which he has shown in his high school work, 
whether or not he would be successful in the training 
for a certain occupation or the occupation itself. The 
student’s personality is also carefully analyzed and a 
close check is scientifically made concerning person- 
ality factors which should be improved. 


A complete scientific summary of guidance 
records, test ratings, scholastic records and personality 
appraisals are maintained in Mr. Young’s office. 


A student may inform Mr. Young that he is 
interested in joining the osteopathic career club. He 
may have been interested in becoming an osteopathic 
physician from early childhood. Perhaps his parents 
had told him from early infancy that he was going 
to become a doctor. The guidance records, however, 
might show that this particular student is far below 
average in scholastic aptitude and not at all interested 
in academic work. On the other hand, the various test- 
ing programs, his achievement record in certain courses 
in the high school and the opinions of his teachers 
might indicate that he would be far more capable in 
the general mechanical field. How fortunate that 
young person is to be advised before the completion 
of his high school course that he quite likely would 
be a failure in a premedical college course but un- 
doubtedly would be outstanding in the machine design 
field. Mr. Young described to the writer a number of 
similar cases. 


If, on the other hand, the student shows that 
his interest in the osteopathic field is backed up by 
a good scholastic and achievement record and gives 
promise of being successful in the training required 
to be an osteopathic physician, he then is permitted to 
join the osteopathic career club. It may be that he 
has certain personality factors which should improve 
if he plans to become a doctor. This information is 
given to his personnel director. The Evanston High 
School, incidentally, has organized its students in 
groups of 250 with a sub-principal in charge of each 
group. The sub-principal is notified by Mr. Young 
of personality traits in the student which should be 
developed. The student and his parents ate told of 
the importance of developing certain traits. When 
this fortunate boy or girl graduates, a complete record 
is sent to the preprofessional college which he or 
she plans to enter. Over fifty colleges and universities 
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in the country thus far have received these compre- 
hensive reports on entering students from the Evans- 
ton Township High School, and have praised the high 
school for the detailed picture which has been so 
carefully put together by Mr. Young and his staff. 


The Evanston Township High School is con- 
gratulated in taking the leadership among the country’s 
school systems in a program which will do much to 
eliminate misfits from the various occupations and, 
therefore, will reduce automatically the large number 
of unhappy individuals in adult life. The osteopathic 
profession is proud of the fact that one of its members, 
Dr. D. D. Waitley, has made himself an important 
cog in this modern guidance program. 


The vocational guidance program of the osteo- 
pathic profession is based on the cooperation between 
individual members of the profession and the profes- 
sional counselors in our educational systems. Our 
profession needs many more physicians who will agree 
to offer their services in our vocational guidance effort, 
not only to insure the profession that the young people 
joining it will become successful and happy osteopathic 
physicians, but also to assist in their local high school 
or college guidance program. 

Your vocational guidance director has been in- 
formed by leading officials of the National Vocational 
Guidance Association that the American Osteopathic 
Association is the first professional headquarters to 
initiate a vocational guidance program. It is up to 
the members of the profession to make this program 
a successful one. 


139 N. Clark Street 


QUO VADIS (An Editorial) 


The chief difference between our problems of today and 
those of 1865 are that our population is greater and our 
ethical opponents are more firraly entrenched behind a barrage 
of public propaganda, well financed and well organized. How- 
ever, our great opportunity lies in the fact that the public 
is fed up with medical propaganda. They see clearly through 
the selfishness of medical regimentation, and are thoroughly 
familiar with economic impediment placed on medical teaching 
and medical practice. On the other hand, it is very remark- 
able that the medical regimenters are so ignorant of the 
attitude of the public that they will continue to carry on the 
propaganda for further regimentation—John C. Hubbard, 
M.D., The National Eclectic Medical Quarterly, March 1946. 


RESEARCH A UNIVERSITY FUNCTION 

Colleges and universities are the training schools of 
researchers and are the source of the available research 
personnel. They are the home of research and, although much 
research has been transplanted to industry and to endowed 
research institutes, these must always look to the universities 
for their trained investigators and their research directors.— 
Carl G. Hartman, Science, April 26, 1946. 


LINEAR SKULL FRACTURE 


A simple linear or diastatic fracture of the skull which 
crosses one of the main dural sinuses is frequently followed 
by impairment of venous outflow from the brain. Such 
passive congestion is marked by increased intracranial pressure 
with headache, choked discs and, occasionally, the persistence 
of mental confusion. The prompt recognition of the condition 
. . . permits recovery under conservative management with 
special reference to upright posture. Anxiety is minimized 
and unnecessary surgical intervention, such as ventriculography 
or burr-hole exploration, is avoided——Arthur D. Ecker, M.D., 
New York State Journal of Medicine, May 15, 1946. 
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NEW DEAN AT THE CHICAGO COLLEGE 


Dr. Walter C. Eldrett has been named Dean of the 
Chicago College of Osteopathy. Dr. Eldrett graduated at the 
Chicago College in 1927, interned at the Chicago Osteopathic 
Hospital in 1928 and has practiced at Carthage, Illinois, since 
1930. For 11 years he was president of the Carthage Board 
of Education. 


COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 
STEPHEN B. GIBBS, 
Coral Gables, Florida 
Chairman 


D.O. 


YOU CAN HELP IN MANY WAYS 


One out of every eight of you who are reading this 
report has, as yet, neglected to pay his current 1946-47 A.O.A. 
dues. If you are one of those we are speaking of, stop now 
and send your check immediately. You can save the Central 
office a lot of unnecessary work and expense. Don’t allow 
yourself to be a monkey wrench in our progress machinery. 

Every month for the past 4 years, with one exception 
each year, our A.O.A. membership has shown an increase 
over the preceding month. That exception is in January. 
Each year many careless members are dropped from member- 
ship on January 1, because their A.O.A. dues are not paid 
up to that time. A lot of hard work is needed for several 
months to recover that loss and still be able to show an 
annual increase in membership by June 1, which is the start 
of each fiscal year. Let us not have that loss repeated this 
year on January 1. None of us wants it to occur again. 
Your check book holds the solution to the problem. 

In a _ letter to nonmemters, dated September 18, 
1946, Dr. Robert B. Thomas, our President-Elect, states: 
“Your national Association is the agency which is recognized 
by governmental authorities as the organization with which 
they must advise on problems which concern the osteopathic 
profession in the field of public health and social medicine. 
Such contacts are increasingly frequent. Your membership 
in this organization adds to its potential strength in handling 
such matters. 

“It is easy, when one thinks about it, to realize that 
membership in the A.O.A. not only is a great honor to the 
member but is also his first line of protection against infringe- 
ment on his rights to practice his profession.” He certainly 
knows what he is talking about. 

Our problems are piling up more and more every year. 
The support of 10,000 members is needed now much more 
than that of 4,000 members was needed 10 or 20 years 
ago. Our recognition by the U. S. Congress and our practice 
rights are at an all-time high but it requires that much more 
work to protect what we have gained. 

In order to maintain the high educational standards re- 
quired of our graduates by our state laws, our colleges have 
been subjected to a tremendous expense. The tuition fees 
from our present enrollment of students cannot possibly 
maintain the college expenses. They must be obtained else- 
where. Even though you are not financially able to make 
large donations to the Osteopathic Progress Fund and the 
Permanent Home Fund, your continued support as a member 
can be a great help. The Association is put to considerable 
expense organizing these fund-raising campaigns. You, as a 
part of the O. P. F. committee (you are considered as such) 
to solicit funds, can do a far better job as a member than 


you can as a nonmember. The public is not going to help 
us unless we are organized ourselves. As an Association 
member you can render valuable assistance to the very im- 
portant vocational guidance program. 

The American Osteopathic Association and our colleges 
need 100 per cent support from our entire profession. 

1. Pay your dues immediately. 

2. Help the vocational guidance program and encourage 
ambitious young men and women of excellent charact:: to 
study osteopathy. 

3. Give liberally to the Osteopathic Progress Fur’ so 
that our colleges can be equipped properly to increase * vir 
efficiency and educate more students to enter the fiel of 
osteopathy. 

4. Give what is asked of you to the Permanent | me 
Fund. 

5. Encourage nonmembers of your acquaintance to |e- 
come members and remain members indefinitely; and ve 
all, never relinquish your A.O.A. membership! 

8,300 by July 1, 1947. 

B.G 
ADVISORY BOARD FOR OSTEOPATHIC 
SPECIALISTS 
LOUIS C. CHANDLER, D.O. 
President of Executive Committee 
Los Angeles 
ADVISORY BOARD PERSONNEL 1946-47 

The Executive Committee of the Advisory Board tor 
Osteopathic Specialists is composed of: Chairman, Loui. C. 
Chandler; Vice Chairman, J. Paul Leonard; Secretary- 
Treasurer, resigned; members-at-large, S. V. Robuck and 
C. A. Tedrick. 

Representatives of organizations of the American Osteo- 
pathic Association on the Advisory Board are as follows: 
Board of Trustees of the A.O.A., C. Haddon Soden and 
Allan A. Eggleston; Bureau of Professional Education and 
Colleges, R. McFarlane Tilley and C. Robert Starks; Bureau 
of Hospitals, Floyd F. Peckham and J. Paul Leonard; Ameri- 
can Association of Osteopathic Colleges, Edward T. Abbott 
and A. C. Hardy; American Osteopathic Hospital Association, 
Harold E. Clybourne and R. R. Daniels; American Association 
of Osteopathic Examiners, Samuel F. Sparks and Glen D. 
Cayler; National Board of Examiners for Osteopathic lhy- 
sicians and Surgeons, S. V. Robuck and John E. Rogers; 
American Osteopathic Board of Internal Medicine, L. B. 
O’Meara and Frank R. Spencer; American Osteopathic Board 
of Dermatology and Syphilology, R. W. MacCorkell and Cecil 
D. Underwood; American Osteopathic Board of Neurology 
and Psychiatry, G. N. Gillum and Thomas J. Meyers; Ameri- 
can Osteopathic Board of Obstetrics and Gynecology, Homer 
R. Sprague and R. B. Bachman; American Osteopathic Board 
of Ophthalmology and Otolaryngology, T. J. Ruddy and C. 
Paul Snyder; American Osteopathic Board of Pathology, 
Otterbein Dressler and William J. Loos; American Osteopathic 
Board of Pediatrics, William S. Spaeth and Dorothy Connect; 
American Osteopathic Board of Proctology, Frank D. Stanton 
and Mabel Andersen; American Osteopathic Board of Radi- 
ology, C. A. Tedrick and Paul T. Lloyd; American Osteopathic 
Board of Surgery, J. Gordon Epperson and J. Gordon Hatfield. 


AMERICAN OSTEOPATHIC BOARD OF SURGERY 

The American Osteopathic Board of Surgery is now 
composed as follows: Chairman, J.’ Gordon Hatfield; vice 
chairman, Richard A. Sheppard; secretary-treasurer, Ore! F. 
Martin; members, Earl Laughlin Jr., Edward T. Abbott, 
John P. Schwartz, L. B. Faires, James M. Eaton, J. Gor on 
Epperson; representatives on the Advisory Board of Os‘co- 
pathic Specialists, Orel F. Martin, J. Gordon Hatfield. 

Dr. Orel F. Martin, secretary of the Board, has remo. ed 
to P. O. 263, Coral Gables, Florida. 
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WAR DEPARTMENT ISSUES OCCUPATION BRIEF IN 
OSTEOPATHY 

lhe War Department has issued Occupational Brief No. 
105 entitled “The Job of the Osteopathic Physician,” available 
from the Superintendent of Documents, U. S. Government 
Priring Office, Washington 25, D.C. at 5 cents for a single 
cop! 

he American Osteopathic Association cooperated in the 
prey ration of the brief for the education programs of the 
Armed Forces. It is one of a series of occupational briefs 
jssud by the War Department as an aid in selecting an 
occupation. Other briefs in the series include “The Job of 
the Chemist,” “The Job of the Dentist,” “The Job of the 
Ph) -ician,” “The Job of the Physicist,” et cetera. 

)steopathic physicians are often called upon by members 
of the Armed Forces and veterans for information on prepara- 
tion for, and opportunities in, osteopathy as a career. The 
complete text of Occupational Brief No. 105 reads as follows: 


THE JOB OF THE OSTEOPATHIC PHYSICIAN 
(0-39.96)# 

\Vhat Do Osteopathic Physicians Do? Osteopathy is the 
art and science of prevention, diagnosis, and treatment of 
disease and injury which places major emphasis on manipula- 
tion (with the hands) and includes surgery and the other 
branches of the healing art. Osteopathic physicians employ 
manipulative methods to detect (by sense of touch) and to 
correct (by adjustment) maladjustments of, or affecting, the 
bones, muscles, blood vessels, nerves, and other tissues which 
are recognized as factors in physical and mental functions 
and disease. The use of osteopathic manipulation is based 
on the principles that (1) faulty body mechanics disturb 
bodily functions; (2) the tendency of the normal living body 
is to make its own remedies against infections and other 
toxic agents; and (3) the production and distribution of 
such remedies are aided by proper manipulative procedures 
to correct faulty body mechanics. The usual techniques of 
medical science, such as surgery, obstetrics, physical therapy, 
drugs, and medicines are also embraced in osteopathy. 


An osteopathic physician and surgeon must know how 
human bodies are built and how they work; how to keep 
people well; and how to restore them to health. He must be 
familiar with the kinds and causes of human disease, surgical 
diagnoses and procedures, foods, and drugs and biological 
products. He must understand hygiene and sanitation as 
they affect people’s minds and bodies, including food and 
water supplies, heating, lighting, ventilation, and other con- 
ditions at home and school and in places of employment and 
amusement. 

The osteopathic physician and surgeon uses various me- 
chanical helps in the physical examination and treatment of 


patients, including an osteopathic treatment table, X-ray 
machine, blood-pressure machine, microscope, stethoscope, 
surgical instruments, and electrical apparatus common in 


the practice of physiotherapy. The doctor does not confine 
his study of a patient to a history and a physical examina- 
tion. He maintains his own laboratory in which he examines 
blood, diseased tissue, and the excretions and secretions of 
the body, or else he refers such work to established diagnostic 
laboratories. Often after a preliminary diagnosis he refers 
a patient to a specialist for treatment. ; 

Most osteopathic physicians as legally qualified in varying 
degree in the various States engage in general practice, but 
an increasing number specialize. The specialist is concerned 
particularly with certain groups in the population, or with 
certain types of disease, or with certain techniques. Following 
is a list of most of the osteopathic specialists: 

Gynecologists and obstetricians, dealing with women’s 
diseases, pregnancy, and childbirth. 
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Pediatricians, dealing with the health and diseases of 
infants and children. 


Internists, dealing with the diagnosis and nonsurgical 
management of diseases of the internal organs, including the 
respiratory, circulatory, digestive, metabolic, endocrine, and 
other systems, excluding diseases of the nervous system, repro- 
ductive apparatus, and organs of special sense. 


Neurologists and psychiatrists, dealing with diseases of 
the nervous system and of the mind. 


Ophthalmologists and otorinolaryngologists, dealing with 
diseases of the eye, ear, nose, and throat. 


Proctologists, dealing with diseases of the terminal por- 
tion of the digestive tract. 

Pathologists, dealing with the laboratory study of disease 
by means of the microscope, etc. 

Radiologists, dealing with the use of the X-ray and 
radium. 


Surgeons, dealing with diseases and injuries calling for 
surgical treatment, instrumental and bloodless. There are 
specialists within the surgical specialty, including anesthesi- 
ology, orthopedics, and urology. 

The osteopathic physician may engage in various occupa- 
tional functions: He is eligible to serve as an officer for the 
United States Public Health Service, or he may serve as 
health officer for a State, city, or county. He may serve 
as an administrator for an osteopathic hospital, clinic, osteo- 
pathic college, or osteopathic organization. Some osteopathic 
physicians teach in an osteopathic college or engage in public 
educational work. Others write for or edit scientific books 
or journals. A number supervise the production of biological 
products. 


How Do You Qualify as an Osteopathic Physician? To 
become an osteopathic physician and surgeon you begin with 
a study of the sciences in high school, following which you 
study at least 2 years in an accredited college of arts and 
sciences, 4 years in an approved college of osteopathy, and 
in many cases at least 1 year as an intern in an approved 
osteopathic hospital. Osteopathic colleges and hospitals are 
approved by the American Osteopathic Association. Then 
you must pass an examination and secure a license from a 
State examining board. Osteopathic physicians are licensed 
to practice manipulation in all of the States. They are 
licensed to practice surgery and use drugs without limitation 
in some States and with various limitations in other States, 
according to State licensing laws. Information about training 
and license requirements for the State in which you plan 
to practice should be obtained from the State examining board 
or from a local osteopathic physician. As a newly graduated 
osteopathic physician and surgeon you may open up a new 
practice of your own, may become assistant to or associated 
with an established physician, may buy a practice, or may 
secure an appointment in an osteopathic hospital or other 
institution. 


Who Should or Should Not Become an Osteopathic 
Physician? The osteopathic physician combines the aptitudes 
of a scientist, a social leader, and a skilled manipulator. You 
must have an aptitude for mastering such college subjects 
as biology, physics, and chemistry. You need a _ retentive 
memory for innumerable facts such as relate to the compo- 
sition of the body, injuries and diseases, and: medicines; keen 
senses of sight, hearing, smell and touch to detect the physical 
signs of disease or injury; and strong powers of reasoning 
to figure out what these signs mean in terms of specific 
disease or injury. You must have a strong desire to stick 
to facts and to discover their causes. You should like to 
meet people, to listen with sympathy to the details of their 
ailments and worries, and to give advice to people. You 
need courage to advocate and practice principles of healing 
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that are not as yet universally accepted; and a strong enough 
personality and conviction of the value of healing sciences 
to influence the thoughts and feeling of sick people. 

In order to “feel” and adjust faulty structures in the 
body, you need sensitive, strong fingers and strong wrists. 
You should have enough health and strength to withstand 
irregular hours, infection from contagious diseases, and the 
physical work of manipulation. If you cannot master feelings 
of nausea or disgust at the sight of blood or diseased tissue, 
you should think twice before taking up osteopathy. 

If you served as a Medical Technician, Surgical Tech- 
nician, Practical-Male Nurse, First-Aid Man, Medical Aidman, 
Medical NCO, or Pharmacist’s Mate and found the work 
interesting, you may like the work of an osteopathic physician. 
Some of the tests which you have taken in the service may 
supply additional information about your occupational apti- 
tudes. But only a person who is trained to interpret tests 
can tell whether your test scores show that you have any 
special abilities for a given occupation. 

Where Do Osteopathic Physicians Work, What Do They 
Earn and What Is the Outlook? The larger per cent of all 
osteopathic physicians and surgeons in the United States are 
in private practice. Some are with. private osteopathic 
hospitals and with a few but increasing number of public 
hospitals. Others are with clinics, public health services, 
medical departments in colleges, industrial organizations, 
athletic aggregations, research institutions, and osteopathic 
colleges. 

Earnings depend upon the individual ability of the 
physician and the economic status of his patients. It is 
commonly thoughi that the income of the specialist is always 
greater than that of the general practitioner. But many of 
the latter, by study and application, have built highly remuner- 
ative practicies. In New York State in 1941, the average 
gross income for osteopathic physicians was $5,680 a year 
in localities having a population less than 10,000; and was 
$7,500 in localities having a population over 100,000. In New 


York City the average gross income was $10,738. Physicians 


in rural areas usually received less than those in cities; how- 
ever, living costs are lower in rural areas. 

There are nearly 11,000 osteopathic physicians and sur- 
geons in the United States. Many more are needed to care 
for the health needs of those who already use the services of 
osteopathic physicians. In addition, the number of persons 
desiring such care is constantly increasing. The number of 
doctors of all schools has never been sufficient to care for 
the health of all the people who needed a doctor’s attention. 
With economic changes and an increase in health- and 
hospital-care plans, the ability of the average person to 
afford such attention promises to increase; so that for a long 
time the supply of doctors is likely to be inadequate. This 
is particularly true in the osteopathic field. Opportunities 
will be good for decades to come in rural areas, in group 
medicine, in public health, in industrial and athletic organiza- 
tions, and elsewhere. 

Where Can You Prepare To Be an Osteopathic Physician, 
and What Subjects Do You Take? You may prepare to 
serve as an osteopathic physician and surgeon by first studying 
high school chemistry, physics, biology or general science, 
algebra, and geometry. The preosteopathic course in an 
accredited college includes such subjects as college algebra, 
zoology, botany, inorganic chemistry, organic chemistry, physi- 
cal chemistry, physics, and psychology. 

During the first 2 years in an osteopathic college, work 
is devoted chiefly to the basic medical sciences and includes 
anatomy (descriptive, histology, embryology, dissection), 
physiology, biochemistry, pathology and bacteriology, supple- 
mental therapeutics (toxicology, pharmacology, anesthesiology, 
narcotics, antiseptics), and biological therapeutics (vaccines, 
serums, antitoxins, etc.). 

The last 2 years include public health; practice of osteo- 
pathy; nervous and mental diseases; pediatrics; surgery; 
obstetrics and gynecology; eye, ear, nose, and throat; ortho- 
pedics; radiology; etc. A great deal of time under expert 
supervision is spent in the actual observation and care of 
patients in their homes and in osteopathic hospitals. 
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How Can USAFI Help a Serviceman To Prepare as ay 
Osteopathic Physician? The United States Armed Forces 
Institute offers to servicemen many correspondence courses 
that will help in entering a preosteopathic college; for ex. 
ample, H152 Inorganic Chemistry, H156 Physics, X713 Cu llege 
Algebra; and C563 General Psychology. Offered als.) are 
self-study courses such as EM 286 Elements of Healthful 
Living, EM 451 Introductory College Chemistry, E\! 315 
College Algebra, EM 466 Physics, EM 472 The Machinery 
of the Body, and EM 478 Principles of Abnormal Psych. ! gy. 
Find out whether the osteopathic college of your rice 
credits these courses as preosteopathic studies befor: 
register. In addition, a large number of college and 1 
sity correspondence courses are available to servi 
through USAFI. Local off-duty classes may be set 
your educational officer.” For more information abx 
above courses, consult the latest USAFI Catalog, 1 Jul; 
and your educational officer.’ 


How Can You Apply for Academic Credit for M 
Experience? Most civilian educational institutions will! 
credit for your military training, experience, and oi 
study. The schools and colleges will decide, however, w! 
or not you are entitled to credit. To apply for credit 
you are still in the service, get USAFI Form 47, “Appli 
for Credit for Educational Achievement During M 
Service,” from your educational officer,’ the nearest o 
USAFI branch, or USAFI, Madison 3, Wis. Fill o1 
form and mail it to the school or college of your choice 
with a letter indicating that you are planning to prepa 
be an osteopathic physician. Also, you may ask the s 
or college to recommend specific courses (USAFI, Ma: 
Corps Institute, Coast Guard Institute, or university 
respondence) that will be acceptable for additional cre«\ 

Depending on the amount of high school work you ! 
already completed acceptably, you may work toward or 
sibly complete your high school diploma requirements 
in service by using USAFI Form 47 and by passing ; 
USAFI examinations or completing such USAFI cou: 
as your high school may require. If you have finished |) 
school, use USAFI Form 47 and write to the college of 
your choice asking what procedures you should follow in 
making application for admission and what, if any, credit 
will be granted. If you have already done some college 
work use the same method to find out if you can get credit 
toward your degree. For full information see the officer at 
your station or base who handles off-duty educational 
activities. 

If you are a veteran, use in place of USAFI Form 47 
a certified copy of your separation record (Army-WD AGO 
Form 100; Navy-Nav Pers 553; U. S. M. C. Report of 
Separation; Coast Guard NavCG 553). 


Where Can You Find Out More About the Work of 
an Osteopathic Physician and Related Education? You can 
get information about schools and colleges that will prepare 
you for the work of an osteopathic physician by writing to 
the American Osteopathic Association, 139 North Clark Street, 
Chicago 2, Illinois. Your educational officer? may be able to 
help you. Information about the work of the osteopathic 
physician and surgeon may be found in the Army Vocational 
Information Kit and Navy Occupational Information File, if 
one is available at your station. Veterans can get information, 
especially about Government financial aid for education, at 
the nearest Veterans’ Information Center. 


What Jobs Are Related to Osteopathy? You may be 
interested in work related to that of the osteopathic physician 
and surgeon and yet circumstances may not permit you to go 
into that profession. Related jobs usually not requiring as 
much training include medical-laboratory technician, X-ray 
technician, physical-therapy technician, occupational therapist, 
electrotherapist, physician’s assistant, medical-social worker. 
nurse, or hospital dietician. 


Officer; Navy—Educational Serv- 
ices officer, Education Officer, or Training Officer; Marine Corp>— 
Special Services Officer; Coast Guard—Educational Officer. 
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Case History 


W. C. ANDREEN, D.O. 
Wyandotte, Mich. 


LEPTOSPIROSIS 
(Ratbite Fever) 
small girl, past 3 years of age, was brought in for 
nation June 19, 1946, with complaints of epigastric dis- 


exan 

tress, some nausea, conjunctivitis, rhinitis, and periodic spells 
of lassitude which had become progressively worse during 
the previous 4 days. Her temperature had been high during 
the attacks. 

[xamination showed: temperature 103.8 F., pulse 106, 
urinalysis negative, red bluod count 4,300,000, white blood 
count 16,700, hemoglobin 86 per cent. The differential white 
count was: eosinophils 4, stabs 15, lymphocytes 24, poly- 
morphonuclear leukocytes 73. The throat was slightly injected, 


with some rhinitis, the eyes slightly swollen and injected, 
ears not involved, petechial patches on mucous membrane of 
mouth, chest negative. No region of abdominal tenderness 
was found, but the liver was enlarged to 1% fingerbreadths 
below the costal margin. No jaundice was present. 


imily history disclosed the facts that an older daughter 
and the father were complaining of practically the same symp- 
toms, and that the pet dog had been taken to the veterinarian 
and hospitalized that day. No one had been bitten by the 
dog, but the children played with him. 


The dog’s condition was diagnosed as leptospirosis, upon 
dark field examination. 


Blood specimens were taken from the two children, the 
mother and the father. Since the health departments of two 
cities which were called and several research laboratories did 
not have definite laboratory procedures available for this type 
of work, the veterinarian examined the specimens. The two 
children and the father were found to be positive and the 
mother negative. 


Three hundred thousand units of penicillin in wax and 
oil, Ramansky’s formula, was given every 30 hours for three 
doses, when symptoms became less apparent, the periods of 
attacks lessened, and the conjunctiva cleared. To July 27, 
1946, the symptoms have not recurred, though the patients 
experience extreme tiredness. 


12820 Ward Avenue 
Current Osteopathic Literature 
Abstracted by Esther Smoot, D.O. 


CLINICAL OSTEOPATHY 
42: No. 9 (September) 1946 
Osteopathy, Its Use in the E.E.N.T. Division of the College Clinic. 
Charles A. Blind, D.O., F.A.C.O.S., Los Angeles.—p. 481. 


“Total Hysterectomy Versus Subtotal Hysterectomy. 
Thompson, D.O., Glendale, Calif.—p. 486. 

“Importance of Proctologic Examination. Philip F. Spooner, D.O., 
Los Angeles.—p. 491. 


Internal Derangements of the Knee. Chester H. Lyon, D.O., M.D., 
s Angeles.—p. 494. 


Ross B. 


*Total Hysterectomy Versus Subtotal Hysterectomy.— 
Thompson thinks that the general practitioner should know 
basic principles regarding choice of uterine surgery and use 
his judgment as well as the surgeon's. For proper treatment 
to be given the patient an exact diagnosis should be established 
before the operation. “It should be remembered that the aim 
of the doctor is to return the patient to a state of health as 
rapidly as possible at a minimum cost, and without loss of 
functioning tissue of value. Conservatism is the rule of treat- 
ment, yet the most radical therapy should not be avoided if 
by its use the life and health of the patient are assured.” 


Cervical biopsy should be done in every case where there 
'S any indication of neoplasm; if negative, it is probably best 
not to remove cervix. Cervical cautery preceding uterine 


resection where the cervix is to remain is essential in cases of 
endocervicitis. 


CASE HISTORY AND CURRENT OSTEOPATHIC LITERATURE 
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Fibrosis uteri is not considered “primary pathology” by 
some authorities who think that it is the result of physiologic 
activity and that the ovarian factor should receive considera- 
tion. 


Because total hysterectomy is a more detailed operation 
than the subtotal procedure, takes more time, is more apt to 
occasion .shock, is more liable to cause hemorrhage, or urinary 
complications from. injury to ureters or bladder, Thompson 
favors the less ratlical operation in cases where malignancy 
has been ruled out. It also “allows excellent support for the 
remaining structures and the vaginal vault is not altered .. .” 
He emphasizes that the “subtotal hysterectomy requires a 
much more detailed preoperative management than the more 
radical procedure.” 


*Importance of Proctologic Examination.—Spooner 
thinks that too few doctors give fair consideration to rectal 
conditions, therefore to their patients. Many times frank 
symptoms of rectal involvement are not reported by the 


patient, when by questioning the doctor could learn of 
symptoms indicating rectal disease. Spooner’s pertinent 
reminders regarding rectal examination include practical 
details. 


THE JOURNAL OF OSTEOPATHY 
KIRKSVILLE, MISSOURI 
53: No. 8 (August) 1946 


Modern Treatment of the Tuberculous Lung. D. A. Richardson, 
15. 


D.O., Austin, Minn.—p. 
Electroencephalography in Diagnosis. W. V. Cole, B.S., D.O., 
Kirksville, Mo.—p. 24. 


Treatment of the Anemic Condition. 
C. A. Rohweder, D.O., Kirksville, Mo.—p. 


G. H. Kroeger, D.O., and 
53: No. 9 (September) 1946 


*Autopsy Examinations. Grover C. Stukey, B.Sc., D.O., Kirksville, 
Mo.—p. 13. 


Working Diagnosis. Charles K. Smith, D.O., Kirksville, Mo.—p. 18 

Case Report. Gilbert H. Kroeger, A.B., D.O., Kirksville, Mo.—p 24. 

*Autopsy Examinations.—Stukey says that “the ex- 
amination of the human body has become one of the most 
valuable sources of information concerning disease and 
diagnosis.” Postmortem examinations afford opportunity for 
study of physiologic structures, review of gross anatomy, 
investigation of anastomoses following amputations, and 
practice in surgical technic. The purposes of them are to 
learn the true cause of death and to study the changes 
resulting from disease. 

No autopsy should be arranged unless proper authority 
has been granted. The greatest tact should be exercised in 
securing permission, which should be given in writing and 
signed by the person who has that authority, in the presence 
of two witnesses. A copy of the form for this used by the 
K.C.O.S. is incorporated in the paper. 

The autopsy personnel is an important factor. It is 
advisable for the pathologist to have one or more trained 
assistants, and in medicolegal cases it is well to invite other 
professional friends to be present to help shoulder responsi- 
bility “in case the evidence obtained may serve to convict a 
person of crime.” The mortician may be of important service 
to the operator and should be invited to be present. Invitations 
should be extended by the physician in charge who will have 
consulted with the family. It is preferable that members of 
the family and friends not attend. 

The autopsy should be done as soon after death as state 
laws and convenience of those to be present will permit. 


If examination must be delayed, the body should be 
placed in refrigeration. Good daylight from the north is 
acceptable light. Stukey lists instruments necessary in most 
autopsies. Especially in medicolegal cases a secretary should 
be employed to take accurate notes, which will be beneficial 
to the operator in making the anatomical diagnosis upon 
completion of the operation. 

Stukey says that at the beginning of the postmortem 
examination all available clinical data should be reviewed. 
He goes into detail regarding the superficial examination, 
opening the body, incisions to use, order of examination, 
what to look for, and evaluation of findings. 


Volume.46 = 

Num r3 


CAUSES OF BREECH PRESENTATION 


A study of breech presentation made by Pendleton Tomp- 
kins, M.D., appeared in the May 1946 issue of American 
Journal of Obstetrics and Gynecology. The study was based 
on 911 single “primary” breech presentations at the Phila- 
delphia Lying-In Hospital during a 10-year period beginning 
January 1, 1933. There were 25,170 deliveries during the 
period, 1184 being breeches. The 911 studied represent those 
remaining after breech deliveries following podalic version 
and those in multiple pregnancies were excluded. Multiple 
pregnancy was not dealt with since it undoubtedly predisposes 
to the breech presentation of one baby. 

Prematurity, says the writer, is an important factor in 
breech presentation. Since the incidence of breeches is greatest 
among infants weighing less than 2,500 grams (5% pounds) 
and since this weight is commonly accepted as the dividing 
line between maturity and prematurity, most of this study is 
concerned with babies weighing more than 2,500 grams. 
Attention is called to the fact that the inclusion of smaller 
babies in hospital statistics increases the proportion of breeches 
and may account for the variation in incidence in various 
clinics. 


Multiparity has been given as a cause of breeches. The 
writer’s statistics do not confirm the point. A statement is 
quoted that the incidence of breeches occuring in the first 
pregnancy is 3 per cent and 3 per cent in each subsequent 
pregnancy. It follows that the woman who has the greatest 
number of children will have the greatest number of breeches. 
It appears that some patients have an individual tendency to 
bear breech babies and that there are hereditary tendencies 
to breech presentations. 


According to Tompkins contracted pelvis is an old 
explanation for breech presentations and not a very sound one. 
Gross fetal abnormalities are often associated with breeches. 
However, neither hydrocephalus, anencephalus, nor other gross 
abnormalities play a very great part in producing breech lie in 
a large series of cases. While placenta praevia is another 
stated factor in breech births, only 8 cases were recorded 
among 677 breech births. Pelvic tumors are a reputed cause 
of breech presentations, but they were recorded as the cause 
in only 0.6 per cent of cases in this series. Uterine anomalies, 
particularly bicornate uterus, are often associated with faulty 
presentation, but only 4 cases were observed in this series of 
677 cases. In considering uterine scars as a cause, it was 
found that among 100 women with cesarean scars, only one 
had a breech lie when the second cesarean was performed. 
While maternal obesity is an alleged cause of breeches, avail- 
able statistics do not bear out the allegation. Data seem to 
indicate that older primiparas have a greater than average 
tendency to breech presentation. Polyhydramnios is reputed to 
be responsible for breeches, but the writer deems the definition 
of polyhydramnios so indefinite that statistics are unreliable. 
Furthermore fetal malformations are so frequently associated 
with excessive fluid that it would be difficult to determine 
which factor was primarily responsible. 


In summarizing the writer shows that in his series the 
classically recognized factors of breech presentation: “con- 
tracted pelvis,” fetal and uterine anomalies, placenta praevia 
and pelvic tumors, account for only about 15 per cent of cases 
where babies weighed more than 5% pounds and about 20 per 
cent of cases where babies weighed less than 5% pounds. In 
attempting to discover the unrecognized factors at work in the 
remaining cases, the writer considers fetal activity, extended 
legs and cord complications. 


While fetal activity is seldom mentioned in the etiology 
of type of presentation, when relative inactivity is reported, 
the baby is often found in breech presentation. Tompkins 
states that it is reasonable to believe that maimed babies with 
impaired powers of motion and babies whose movement is 
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~ premature labor does not occur, the fetus will increase 
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limited by extension of the legs would have less chance of 
extricating themselves from a breech lie than vigorous babies 
with flexed legs. The typical posture of the fetus ai 1,500 
grams or about 32 weeks of gestation is depicted as being one 
of extreme flexion. Possibly full extension of the legs occurs ~ 


freely at this period. If it happens that the amniotic fluid 
suddenly escapes the uterus will contract and the fetus be 


caught and delivered in his presentation of the moment, If 


| Size 
and vigor while the space available for movement .{ the 
extremities decreases. Once the legs are extended, they :eturn 


to the flexed position with difficulty. At term about ‘7 per 
cent of babies are cephalic and about 3 per cent breech. Since 
the incidence of flexed legs is high among cephalic bal and 
low among breeches, the writer considers it reasone \e to 
assume a causal relation between extension of the le. and 
breech presentation. Cord complications, such as shor cord 
or coils around the extremities, may account for some breeches 
by interfering with spontaneous version. With reference to 


to the matter of recurrent breech presentations the \riter 
says that it is as easy to believe that babies born of the same 
mother may have similar peculiarities of structure or (icrine 
activity which account for their type of presentation «s to 
believe that they are entirely due to anatomic or physi logic 
characteristics of the mother. 

Tompkins concludes his paper with the expression of the 
hope that he will in a few years be able to report current 


experiments which deal with the effects of gravity and the 
contour of the fetal mass on polarity. 


PROTEIN DEFICIENCY IN MAN 


Malnutrition, says Melville Sahyun, Ph.D., writing in the 
American Journal of Digestive Diseases, March 1946, is par- 
ticularly widespread with decreased natural resources of 
foodstuffs brought about by wars and by economic conditions. 
Protein deficiency is demonstrable not only among  uwnder- 
nourished but also among well-to-do individuals who have 
neglected their dietary requirements of proteins and accessory 
factors. 

Protein requirements, states the writer, are much higher 
in infancy and adolescence than in adulthood. Infants up to 
the age of 1 year require as much as 3 to 4 grams of protein 
per kilogram of body weight. Girls and boys up to the age of 
20 require a high protein allowance for growth as well as 
for maintenance. Their need for fats and carbohydrates is 
also high. Mari’s protein requirement after the age of 20 
becomes fairly constant, being about 70 grams daily for a man 
weighing 70 kilograms. Man’s protein requirement in old age 
has not been fully established, but there are opinions that it 
should not be as great as earlier in life because of absent or 
defective teeth, inadequate gastric and pancreatic secretions, 
impaired absorption, constipation and other physiological 
disorders. 

The early symptom of protein deficiency is negative nitro- 
gen balance, which is accompanied by loss of appetite, loss of 
weight and a general feeling of fatigue. The early staves of 
protein deficiency are not recognizable by simple laboratory 
diagnostic procedures, says Sahyun. Values for hemoxlobin 
and plasma proteins may still be within the normal range. The 
only accurate measure is made by nitrogen balance studics. 

True hypoproteinemia is an advanced stage of protein 
deficiency and indicates that not only the blood serum protein 
level, but that of tissue or reserve proteins as well, is consider- 
ably below normal. The disturbed metabolism which in) «lves 
amino-acid production and globulin synthesis decreases re- 
sistance to infections. The history of epidemics reveal+ that 
under conditions of war, imprisonment and famine, nutritional 
edema is frequent and is associated with beriberi. Thi- type 
of edema disappears when the victim is given adequate food 

(Continued on page 204) 
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